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Preface 


The Boards of Governors of the London specialist postgraduate teaching 
hospitals were excluded from the reorganisation of the NHS in 1974 and were 
preserved by a special Order until February 1979. During the last three years 
there have been discussions about what should happen when the Order expires, 
culminating during the last year in two Conferences at which Roland Moyle 
and I discussed the matter with representatives of the Authorities chiefly 
affected. This Consultative Document is the outcome. 


In the light of those discussions I have reached the view that both the 
National Health Service and the postgraduate teaching hospitals would gain 
from a change in management arrangements. The central questions are what 
form should change take, and when could it reasonably be accomplished. A 
number of alternative management arrangements have been considered and 
weighed against the objectives of change. Three main options have emerged 
and are examined in this Document. These are: direct management by 
AHA(T)s, with no additional statutory Authority; Special Health Authorities 
(SHAs) accountable to specified RHAs; and a single SHA accountable to the 
Secretary of State. Under any of these options the Boards of Governors as at 
present constituted would disappear. But I have to keep in mind the fact that 
there are a number of uncertainties, particularly arising from the existence of 
the Royal Commission on the NHS, which make it difficult for me to decide 
now which of these options would prove the most appropriate in the long term. 
Nevertheless, I feel progress must be made towards overcoming the most 
important weaknesses of the present arrangements, particularly in the field of 
planning and resource allocation. I am accordingly seeking views on a proposal 
to establish a London Postgraduate Hospitals Authority (LPHA) to which the 
Boards of Governors would report and through which further progress towards 
the objectives would be secured. Meanwhile, I will seek an extension of the life 
of the Boards of Governors. 


The proposed LPHA would be accountable to the Secretary of State and 
assume responsibility for a number of functions presently exercised by the 
Department. Its main task would be to introduce at an early stage improved 
procedures for planning services and determining resource allocations. But it 
would also have the specific task of considering and proposing further steps 
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towards longer term arrangements for each of the hospitals, and as necessary 
for its own future. 

I want to emphasize that the proposed LPHA differs in three important 
respects from the exclusive option of a single SHA accountable to the 
Secretary of State. First, no changes would be made in constitutional and 
management arrangements at hospital level until arrangements relating to 
each hospital have been further considered. Secondly, the functions discharged 
at that level would remain substantially unchanged. Thirdly, by confining the 
immediate steps to the essential minimum, valuable flexibility would be 
retained for the future. 

The future of the London specialist postgraduate hospitals has for too long 
been the subject of debate. I believe it to be in the interests of all concerned to 
decide the issue. I am aiming to do so early in 1979 and if, after consultation, 
I decide in favour of establising a London Postgraduate Hospitals Authority I 
would want to proceed as quickly as possible, although practical considerations 
make it unlikely that the Authority could be established much before the end 
of 1979. 


| hee 
¢ a 
Curve © mee aul iniv™ ran © 


The Rt Hon David Ennals MP 
Secretary of State for Social Services 


September 1978 


Chapter 1: Background and History 


1.1 London is unique in the UK in having a number of academic postgraduate 
Institutes organised separately from the undergraduate medical schools. There 
are 13 such Institutes. One of them — the Institute of Basic Medical Sciences 
— has no associated hospital. The remainder are linked with specialist 
postgraduate teaching hospitals managed by 12 separate Boards of Governors 
(BGs). These Institutes and hospitals are briefly described in Appendix A. 


1.2 The present document is not concerned with the future management of 
the Institutes, which is under consideration by the academic Authorities (see 
paragraph 1.8). It is concerned only with the future management of the 
specialist postgraduate hospitals. In accordance with guarantees already given, 
it assumes their continued existence as separately identifiable entities, though 
some of them might in time be relocated within or alongside undergraduate 
teaching hospitals or possibly other general hospitals. 


1.3 Postgraduate teaching is also carried out at the Royal Postgraduate 
Medical School and the associated Hammersmith Hospital, which is managed 
by Ealing, Hammersmith and Hounslow (AHA(T)) and is the principal 
hospital in the North Hammersmith District. The present document proposes 
no change in the management of Hammersmith Hospital. 


The hospitals: their origins and functions 


1.4 Nearly all the specialist postgraduate teaching hospitals were established 
during the 19th century at a time when specialism in medicine was in its 
infancy, and not generally accepted. They were originally institutions for the 
practice of medicine, which naturally developed a research, developmental and 
teaching role. The formal academic bodies — the Institutes — have all been 
established since the Second World War. 


1.5 Despite their separate management and funding the hospitals and 
Institutes are closely, indeed inextricably, bound together. There is substantial 
Sharing of buildings and services, and in some areas their functions are 
indistinguishable. Their respective roles are not precisely defined, nor are there 
precise rules governing their respective staffing and funding responsibilities. — 
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Any attempt to produce such definition would succeed, if at all, only at the 
cost of essential flexibility. 

1.6 The Institutes and hospitals between them make an important contribu- 
tion to postgraduate medical education in London, and to specialist and post- 
certificate training of nurses and paramedical staff. Although their contribution 
to medical education is a small part of the total in the country, it is nevertheless 
significant nationally and indeed internationally. They carry out much import- 
ant work in the fields of specialised medical and scientific research, and the 
development and trial of new treatments. This work too is of national and 
international importance. Clinically the hospitals serve as national referral 
centres, though on average between 85% and 90% of their patients are drawn 
from the Thames Regions. Many of them provide a substantial local service, 
sometimes by formal agreement with the AHAs concerned. 

1.7 Whether or not separate specialist hospitals of this kind would be 
established now, given complete freedom of choice, may be debatable. But the 
answer is of little immediate significance. The NHS could not readily dispense 
either with the clinical services which the hospitals provide or with their 
contribution to education, training and research. Nor is it likely to have the 
resources to replace the present hospitals or to provide alternative clinical 
facilities for the Institutes, except in a few cases where existing buildings are 
grossly inadequate. Thus most of the hospitals are likely to remain as physically 
separate entities on their present sites for the foreseeable future. 


Present management arrangements 


1.8 The Institutes are Institutes of London University. They are companies 
limited by guarantee, each with its own Committee of Management. Together 
with the Institute of Basic Medical Sciences they constitute the British 
Postgraduate Medical Federation (BPMF), which is a school of London 
Univeristy. They are funded partly by the University Grants Committee (via 
the University and the BPMFP), partly by the Medical Research Council and 
partly from non-exchequer sources, the mix varying from Institute to Institute. 
A Working Party of the University of London has recently considered their 
future management. Its conclusions and recommendatons are reproduced in 
Appendix B. These are still being considered by the University and the 
University Grants Committee. 

1.9 The hospitals are managed by Boards of Governors established under 
the NHS Act of 1946, which were preserved initially for a period of 5 years by 
an Order made under Section 15 of the NHS Reorganisation Act 1973. The 5 
year period expires in February 1979. 

1.10 The Boards are individually accountable directly to the Secretary of 
State, who appoints their Chairmen and Members, partly on the nomination of 


df 


academic interests and the Thames RHAs. They receive their finance direct 
from the Department, which determines independently of the general resource 
allocation system both the overall level of BG funding and its distribution 
between the Boards. Although they consult interested RHAs and AHAs on 
any major proposals, they are outside the main structure of the NHS planning 
system, submitting their planning proposals direct to the Department. They 
have no formal links with Local Authorities or Community Health Councils. 
They are alone in the NHS in having retained their pre-reorganisation 
management arrangements. The Boards still have standing Committees and 
(with one self-determined exception) their officers are not organised on a 
formal team basis. 


Consideration of organisation and management of hospitals before 
1974 


1.11 There have been several reports during the last 60 years on the future of 
the postgraduate hospitals. An account is to be found in Chapter | of the 
SCICON Report “The London Specialist Postgraduate Hospitals — a review 
and commentary on their future”, published in 1975 by the King Edward’s 
Hospital Fund for London. These reports have not been concerned primarily 
with management but with clinical and academic linkages, and physical 
reprovision. Basically there have been two schools of thought: those who 
favoured bringing the postgraduate hospitals and Institutes together into a 
postgraduate consortium or consortia (ideally including Hammersmith Hos- 
pital and the Royal Postgraduate Medical School) and those who favoured 
linking them with undergraduate teaching hospitals and medical schools. There 
are still divergent views in the medical profession and the NHS at large. 


1.12 The Royal Commission on Medical Education 1965-68 (the Todd 
Commission) favoured the second solution. It said that the Institutes and 
hospitals should be linked with the groupings of multi-faculty academic 
institutions, “paired” undergraduate medical schools and associated teaching 
hospitals, which the Report recommended; and that many of them should be 
rebuilt in association with undergraduate teaching hospitals and medical 
schools. The Todd concept, though not all its specific recommendations, was 
accepted by the Government and previous plans to bring most of the specialist 
postgraduate hospitals together on two sites in Chelsea and Holborn were 
abandoned. However shortage of finance has prevented implementation of the 
Todd recommendations either for the undergraduate or the postgraduate 
hospitals. No postgraduate hospital has yet been relocated and little progress 
has been made in linking them or their Institutes with undergraduate hospitals 
or medical schools. Since any general relocation of postgraduate hospitals is — 
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not feasible in the foreseeable future, the Government has agreed to the 
expansion or refurbishing of several hospitals on their existing sites. 

1.13 By the time of the NHS Reorganisation White Paper in 1972 
insufficient progress had been made in determining the hospitals’ future links 
for decisions about future management to be taken. The White Paper states 
that: 


“It is an accepted aim that each postgraduate teaching hospital should 
become closely associated with other hospitals and health services in 
its vicinity, But until this association is close enough to make it 
desirable for the postgraduate hospital to be administered by the 
AHA(T), the Secretary of State will, after consultation with London 
University, continue its Board of Governors in being for an appropriate 
transitional period ..... as 


As already noted, the Boards of Governors were, in the event, preserved 
until February 1979. 


Discussions since 1974 


1.14 It remains Government policy to secure closer links between specialist 
and general hospitals. Some of the specialist postgraduate hospitals have 
developed close (though in no case exclusive) clinical and service links with 
undergraduate teaching hospitals and in some cases strengthening of these 
links is planned. It is considered highly desirable, from the point of view of the 
postgraduate hospitals themselves and of the NHS as a whole, that integration 
with the mainstream of medical development — the main objective of the Todd 
recommendations — should be encouraged and facilitated. 

1.15 It is also Government policy to ensure that the service and teaching 
activities of the postgraduate hospitals are planned and managed, and resources 
allocated to them, in proper relationship to the rest of the National Health 
Service. This question is particularly important against the background of 
resource constraint in London. 

1.16 However, the Secretary of State takes the view that management of 
postgraduate hospitals by AHA(T)s is not a necessary precondition or an 
inevitable consequence of close working links between postgraduate and other 
hospitals, or of satisfactory arrangements for planning and determining 
priorities. It is possible that these objectives could be secured under different 
management arrangements, which offer a balance of advantage in other 
respects. Chapter 3 of this document considers the various possibilities. 

1.17 A relevant consideration is the establishment in late 1977 of a London 
Health Planning Consortium, with the task of studying and recommending on 
pan-London issues. Among its tasks is the planning of provision for selected 
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specialties, which will include several of those with which the postgraduate 
hospitals are concerned. 

1.18 Discussion between Ministers, DHSS and representatives of the BGs 
began in 1976. In April 1976 the Department circulated fairly widely an “Aide 
Memoire” which. they had produced as a basis for discussions with BG 
representatives. An important feature of this Aide Memoire was that it 
accepted the need to preserve the special identity of the clinical unit to which 
a postgraduate Institute relates, though in a manner compatible with effective 
and economical arrangements for the administration of -the postgraduate 
hospital facilities. 

1.19 Following discussions of the Aide Memoire the Department issued a 
discussion paper in March 1977. This proposed setting up a Study Group to 
consider the future financing of the postgraduate hospitals against the 
background of two alternative constitutional assumptions. 

i a single specialist postgraduate hospital directly accountable to an 
AHA(T); 
11 two or more specialist postgraduate hospitals associated in a Special 
Health Authority accountable to the Secretary of State. 
The second assumption might exceptionally have included one or two Special 
Health Authorities for individual hospitals. 

1.20 This Study Group was established in September 1977. It has submitted 
an interim statement, reproduced at Appendix E. The statement concludes 
that no wholly objective basis is likely to be found for allocating finance to the 
individual postgraduate hospitals; and it suggests how allocations might be 
made under various management options, and what safeguards would be 
practicable. 

1.21 The discussion paper also invited the BGs to define the principles which 
would need to govern the preservation of the identity and role of postgraduate 
clinical units and to identify those arrangements, covering aspects of organi- 
sation and administration, which would need to be established. The BG 
representatives accepted this remit. Their report is summarised in Appendix C. 
Their solution of choice would be to retain and improve the existing 
arrangements. Failing that, they would prefer a single Special Health 
Authority responsible for all the postgraduate hospitals, each of which would 
retain a statutorily-based governing body of its own. 

1.22 In November 1977 the Secretary of State chaired a small conference 
attended by representatives of the interested health and academic bodies. At 
the end of this conference he asked the Department to prepare a consultative 
document. A draft consultative document was discussed at a second conference 
in June 1978). 

1.23 In addition to the general discussions and studies there have been two 
more limited studies. The Queen Charlotte’s Board of Governors and the 
Ealing, Hammersmith and Hounslow AHA(T) have been discussing the 
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possibility of merging their administrations and have announced their intention 
of consulting on a proposal to do so. However further action has been deferred 
pending the issue of this consultative document. In June 1977 a Joint Steering 
Committee representing the interested Authorities and Homoeopathic interests 
reported on the feasibility of establishing a single Special Health Authority to 
be responsible for the Hospital for Sick Children, the National Hospital for 
Nervous Diseases and the Royal London Homoeopathic Hospital. After initial 
discussions between representatives of the Joint Steering Committee and 
DHSS officials, the Secretary of State decided that further consideration 
should take place in the context of the future management of the postgraduate 
hospitals generally. 


Chapter 2: Purpose of Change 


The need for change 


2.1 At the Conference on 2 November 1977 there was general acceptance that 
some change in present arrangements was necessary, in particular to bring the 
postgraduate hospitals more fully into the NHS planning system. Opinion 
differed as to the necessity or desirability of basic administrative change. Some 
participants thought that it would suffice to strengthen planning links between 
existing Authorities, with improved co-ordination and overall planning via the 
London Co-ordinating Committee, the London Heath Planning Consortium 
and the Department. After considering the various arguments the Secretary of 
State concluded that such a course would not go far enough. This conclusion 
was accepted at the conference in June 1978. 

2.2 Given improved planning links there would be little difficulty in agreeing 
basic policies and the desired roles and objectives of the postgraduate hospitals 
in the wider NHS context. However planning is not only a means of agreeing 
policies, roles and objectives it also embraces decisions on priorities for the 
allocation and deployment of resources, and the co-ordination of plans for 
implementing agreed changes. A closely related task is that of deciding annual 
financial allocations. 

2.3 If these tasks are to be carried out effectively in the case of the 
postgraduate hospitals, the responsible agency or agencies must be able to 
weigh up a considerable range of factors - NHS and academic, local, regional 
and national long and short term. This requires wide knowledge and under- 
standing of the relevant background. They must also develop a close working 
relationship with a considerable number of NHS and academic bodies at 
several different levels. 

2.4 Another essential task is to promote effective collaboration between the 
postgraduate hospitals and the NHS at large, as regards not only planning but 
also the development of clinical links and the identification and examination of 
possible opportunities for sharing of services and facilities. This last point can 
be of considerable importance in the case of small units which may not 
economically be able to provide the full range of services and equipment which 
their clinical practice really requires. 

2.5 A Government Department is not well placed to acquire the special 
knowledge and expertise which these tasks require, to develop and maintain 
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the necessary range of working relationships with the BGs and other NHS and 
academic bodies, or to participate effectively in Regional and Area planning. 
Nor can it easily promote collaboration between postgraduate hospitals and 
the rest of the NHS, from which it is necessarily somewhat remote. 

2.6 Some improvement could no doubt be secured by strengthening the 
Department’s capacity, but the Secretary of State would not regard this as a 
fully satisfactory solution. It would also be contrary to the general thrust of 
policy towards greater devolution from Central Government. So would 
continuance of the Department’s considerable day-to-day concern with the 
affairs of the BGs and of its responsibility for decisions and judgements about 
the postgraduate hospitals which in the rest of the NHS are delegated to 
appointed Authorities. 

2.7 Paragraph 1.10 referred to the pre-reorganisation nature of the BGs and 
their management. There are other problems associated with relatively small 
independent units, for instance the difficulty of developing some functions such 
as works, specialist personnel and computing services. There is also a more 
general difficulty, particularly for the smaller hospitals, of developing a wide 
range of management skills within numerically small administrative cadres 
and of attracting a uniformly high quality of staff into relatively lowly graded 
posts. 


Objectives of change 


2.8 From what has been said in the preceding paragraphs and in Chapter 1, 
the following main objectives of change emerge: 

i to bring the postgraduate hospitals more fully within NHS planning 
arrangements and to relate the planning and operation of their services 
(including their specialist training and research functions) to that of 
other hospitals in the Thames Regions; 

ii to achieve maximum delegation of planning and decision making from 
DHSS to an NHS Authority or Authorities capable of assessing all 
relevant factors; 

iii to improve the management capability of the hospitals, including the 
provision of better specialist services; 

iv to enable, and if possible promote, increased collaboration with other 
parts of the NHS, and in particular the development of closer clinical, 
scientific and academic linkages between postgraduate and other hos- 
pitals, in order to facilitate medical development in the NHS as a whole. 

2.9 However there are other important considerations, which may act to 

some extent as limitations on those set out above: 

v the hospitals’ national and international roles in clinical practice, 
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research and development, and education and training must be 
maintained; 

vi they should be enabled to contribute to the development and implemen- 
tation of overall policies for postgraduate medical education and other 
forms of specialist training, both nationally and for London and the 
Thames Regions; 

vii the close relationship between the hospitals and their associated Insti- 
tutes should not be disturbed; 

vill the special identity of the hospitals should be preserved even if they 
become physically part of some larger unit. 
These factors may have a significant bearing on the detail of future 
organisation structures, if not on the main choice of management arrangement. 
They will also require some form of financial safeguard if the hospitals are 
placed in direct competition for resources with parts of the NHS whose 
objectives are more local and immediate. 


Organisational principles 


2.10 In devising new management and organisational arrangements for the 
postgraduate hospitals it will be important to take account of the experience 
gained since 1974 and to avoid those features of the general NHS reorganisa- 
tion which are now widely agreed to be less than satisfactory. There are 
however certain key organisational principles which in the Secretary of State’s 
view should be observed in any reorganisation affecting the postgraduate 
hospitals, though the exact method of application may be open to debate. 
These principles are: 

i within agreed policies, plans and financial allocations, and subject to full 
accountability on the part of the local managers, there should be the 
greatest possible delegation of operational responsibility and budgetary 
control to operational level; this means creating strong management at 
the hospital level; 

ii multi-disciplinary team management should be introduced at all appro- 
priate levels; 

iii there should be effective arrangements for involving practising profes- 
sional staff in planning and decision making; 

iv administrative and other support staff should be kept to the minimum 
necessary for effective administration, and duplication of functions 
should be avoided. 
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Chapter 3: Nature of Change 


3.1 This Chapter summarises the advantages and disadvantages of various 
possible management arrangements in the context of the NHS as at present 
organised. It goes on to suggest how early progress might be made towards the 
objectives set out in Chapter 2, while leaving decisions about the ultimate 
arrangements open until it is known whether major changes are likely in the 
organisation of the NHS as a whole. 


Management arrangements: the possibilities 


3.2 Within existing primary legislation there is a wide variety of possible 
arrangements for managing the hc_pitals, either within the existing Regional 
and Area framework or by the creation of a Special Health Authority or 
Authorities accountable, like the existing BGs, direct to the Secretary of State. 
Detailed analysis has suggested that those most likely to be feasible, economical 
and effective in achieving the objectives in Chapter 2 are 

1 direct management by AHA(T)s, with no statutory Authority below; 

ii Special Health Authorities accountable to RHAs; 

li a single SHA accountable to the Secretary of State either for all the 

hospitals or for all those to whom option (i) or (11) is not applied. 

Within each of these options some variations are possible in the ways in which 
hospitals might be grouped together for management purposes and the 
management arrangements which might be applied at hospital level.* 
3.3 The reasons for selecting the three options, the different ways in which 
they might be applied, and their advantages and disadvantages in terms of the 
objectives are described and analysed in detail in Appendix D. Following is a 
summary. 


The possibilities evaluated 


3.4 Each option can potentially secure a considerable degree of delegation of 








*In relation to the postgraduate hospitals, the term “hospital” should be read as applying to 
groups of hospitals at present managed by a single BG. 
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decision making from the Department to Authorities, and of operational 
decisions to hospital level. Each can also preserve the essential functions and 
special identity of the hospitals and their close relationship with their Institutes. 
In the case of management within AHA(T)s, and to a lesser extent in the case 
of accountability to RHAs, some special safeguards are however likely to be 
needed which would, to some degree, moderate the delegated responsibilities of 
the Authorities concerned. 


3.5 Day-to-day management would in each case be delegated to a multi- 
disciplinary team (including clinicians) at hospital level. Where appropriate 
there could also be a non-statutory Postgraduate Hospital Committee with 
either executive or advisory responsibilities. 


3.6 Thus all the options meet a considerable number of the objectives and 
organisational principles set out in Chapter 2. The key questions governing 
choice are the extent to which each: 


i enables the hospitals’ services to be planned and operated, and priority 
and resource allocation decisions to be taken, in the context of health 
service provision in London, the Thames Regions as a whole and further 
afield. 


ii helps to improve management and operational efficiency, including 
rationalisation and sharing of clinical and non-clinical services; 


iii helps to promote and foster appropriate clinical, scientific and academic 
links. 


3.7 AHA(T) management would automatically bring the hospitals within 
existing NHS strategic and operational planning arrangements. However in 
most cases the proper context for planning, priority and resource allocation 
decisions is much wider than a single NHS Area. Although the hospitals draw 
a good many of their patients from near at hand and provide a substantial 
local service in their specialty, few draw their patients predominantly from the 
local population and most draw a fair proportion from much further afield. 
Additionally several of the hospitals have branches in more than one Area 
(and Region). Thus for planning and resource allocation purposes, AHA(T) 
management offers a relatively unsatisfactory solution, given the present 
dispositions of most of the hospitals. 


3.8 It could however be a good solution from the point of view of 
management, operational efficiency and sharing of services, Regional and Area 
services would automatically be available. The problems inherent in small 
administrative cadres would be reduced, particularly if the hospital’s manage- 
ment structure became closely integrated with that of the Authority. If the 
managing AHA(T) were the one in whose area the hospital was situated, the 
arrangement would encourage rationalisation and sharing of services with 
neighbouring hospitals, though possibly (but not necessarily) at the expense of 
arrangements with hospitals outside the Area. 
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3.9 Whether or not this option offers a balance of advantage from the point 
of view of clinical, scientific and academic linkages is a question on which 
views will differ. Some will share the view of the Royal Commission of Medical 
Education (Todd) that postgraduate hospitals would benefit from close 
association with one or two undergraduate teaching hospitals and medical 
schools — not necessarily to the exclusion of other linkages — and believe that 
AHA(T) management would encourage this. Others will see greater advan- 
tages in links between the postgraduate hospitals themselves coupled with a 
diversity of links with other teaching hospitals and take the view that AHA(T) 
management would make either more difficult to achieve. 

3.10 Management by SHAs accountable to RHAs would readily bring the 
hospitals within NHS strategic planning arrangements, and special arrange- 
ments could be made for operational planning. Regions provide a more 
appropriate context than Areas for planning and resource allocation decisions, 
and the problems of wide catchment areas could fairly readily be resolved by 
inter-regional collaboration. 

3.11 The option would make regional services and expertise automatically 
available but would do little for operational management unless it were decided 
that some hospitals should be put under united management. As regards 
sharing of services and promotion of linkages, the option might offer the best 
chance of a balance between the different approaches mentioned in 3.9. There 
would no doubt be a tendency for links to be sought within rather than across 
regional boundaries, but this seems unlikely to be a major cause of difficulty. 

3.12 There are major practical difficulties north of the Thames, however, 
where the hospital location and patient flow patterns are such that it is almost 
impossible to find groupings of hospitals which would make geographical and 
service sense and at the same time produce viable and economic administrative 
units. Furthermore, two SHAs responsible for groups of hospitals north of the 
Thames would be likely to be significantly more expensive than one. For the 
present, therefore, this option might only be applicable to the two hospitals in 
the South Thames Regions. 

3.13 As compared with the first two options, a single SHA accountable to 
the Secretary of State would significantly change the context in which 
planning, priority and resource allocation decisions were taken. The Depart- 
ment would determine the resources to be made available to the postgraduate 
hospitals as a block whilst the SHA would determine priorities and allocate 
resources between the individual hospitals. Both these decisions would however 
be taken in the context of plans agreed between the Department, the RHAs 
and the SHA. It is a matter of judgement whether this arrangement is 
preferable to one which brings the hospitals directly within the general NHS 
structure and context. 

3.14 As an independent Authority the SHA would not come directly within 
existing Regional planning arrangements. Nonetheless it would fit easily into 
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pan-London planning and co-ordinating arrangements, so that its problems 
and proposals and those of the Thames Regions could readily be considered in 
the widest possible “metropolitan” context. It would provide a single point of 
contact for the RHAs — an advantage over present arrangements — and 
similarly for the University. 

3.15 The management and operational advantages of this arrangement are 
likely to lie in the Authority’s capacity to develop viable common services in 
support of local management and otherwise to introduce more effective 
management arrangements where appropriate. 

3.16 There would be a natural tendency for sharing of services and the 
promotion of clinical and other links to be considered within the SHA in the 
first instance and therefore at the risk of isolating the hospitals from the wider 
NHS. It is important that the SHA should assume a clear responsibility to 
take the initiative in promoting links between postgraduate hospitals and other 
hospitals in whatever part of London seemed appropriate. It would not be 
constrained by administrative barriers from so doing. 

3.17 Evaluation of the different arrangements is likely to vary according to 
the view taken on the most appropriate context for planning and decision 
making; on the most desirable types of linkage and the likely effectiveness of 
the different options in bringing them about; and on the relative importance of 
the different criteria. However none of the three possibilities seems to offer a 
clear advantage over the others. 


Safeguards and the Finance Study Group 


3.18 Views will also vary as to the acceptability of the safeguards proposed by 
the Finance Study Group (see Appendix E). The safeguards would mainly 
operate through the submission and approval of plans. In considering them it 
must be remembered that no objective criteria have yet been found which 
would remove the need for a large element of subjective judgement in 
determining the sums to be allocated either to the postgraduate hospitals as a 
whole or to individual hospitals. Although the Study Group is still considering 
the problem, there are formidable difficulties and it seems unlikely that such 
criteria will emerge, certainly as regards allocations to individual hospitals. 


Uncertainties affecting choice 


3.19 The choice between the three main options described above is not only 
difficult in itself; it is also complicated by a number of uncertainties. As 
already stated present patterns of patient flow rarely establish natural and 
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predominating linkages between postgraduate hospitals and particular Health 
Areas. Moreover these patterns of referral can be expected to change when 
plans now being drawn up are brought into effect. These include the future 
relocation of some of the hospitals as and when suitable alternative accommo- 
dation can be made available. 

3.20 In addition the Royal Commission is considering the future structure 
and organisation of the NHS. While it would be inappropriate to try to 
anticipate either the Commission’s recommendations or the view the Govern- 
ment may take of them, it would be sensible to assume that they could have a 
significant bearing on the future administrative structure of the NHS in 
London. Thus already difficult decisions on how individual postgraduate 
hospitals might be linked with existing AHA(T)s are further complicated by 
the possibility that those AHA(T)s could themselves be subject to change in 
the not too distant future. 

3.21 Whatever view is taken of the strength of the case in principle for 
AHA(T) management, the Secretary of State considers that the above 
uncertainties rule out this possibility for any widespread application at this 
stage, or indeed for some years to come. Only the particular circumstances of 
Queen Charlotte’s might justify an exception. 

3.22 Some of the same arguments apply to the possibility of linking the 
hospitals to RHAs. Again it would be wrong to anticipate the results of the 
Royal Commission’s deliberations and the Government’s reactions to them, 
but it cannot necessarily be assumed that RHAs will continue unchanged, 
either in structure or in function. Also the considerable difficulties in deciding 
how to link the postgraduate hospitals in the two North Thames Regions mean 
that if this option were adopted now it would be necessary to accept the 
possibility of some regrouping later. 

3.23 None of the above difficulties applies to the third option of a single 
SHA accountable to the Secretary of State. This has both advantages and 
disadvantages as compared with the other options, the strength and importance 
of which is to some extent dependent on the nature of the alternatives. The 
Secretary of State does not, however, judge it right to settle for a single SHA 
as a long term solution for all or most of the hospitals simply because it could 
be implemented without great difficulty now. 


The way to progress 


3.24 In the circumstances it may be thought that the best course would be to 
defer any further consideration of change until some of the major uncertainties 
have been clarified. Against that, a decision to make no change at all would 
not remove the factors which point towards change, nor would it be likely to 
prevent pressure for change mounting in the years ahead. In the Secretary of 
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State’s view the real question is not whether there should be change, but how 
far it should go and how it should be handled. 

3.25 Consideration has therefore been given to the possibility of a limited 
move which would secure early progress towards some of the objectives listed 
in Chapter 2, within which further development could proceed step by step, 
without precluding the possibility of adopting different management arrange- 
ments for some hospitals if and when they are seen to be desirable. Preferably 
the solution adopted should bring some stability for the immediate future, 
although it manifestly could not remove all uncertainty about the longer term. 

3.26 Whilst there are many potential areas for improvement, it has been 
widely accepted in the discussions over the last 2 years that the most urgent 
requirement is to improve planning and resource allocation arrangements. 
Having ruled out an immediate decision in favour of management through 
RHAs or AHA(T)s, the Secretary of State has decided to seek means of 
improving the ways in which the hospitals are dealt with as a group, leaving 
arrangements at hospital level basically unaltered until firm decisions can be 
taken about their longer term arrangements. He also has it in mind to seek 
Parliament’s approval to an extension of the life of the BGs for a further 3 
years (see Appendix G). Necessarily the BGs would remain statutory, and 
employing Authorities in their own right. The renewing Order would not 
require changes in their internal management, but would equally not preclude 
such change during the currency of the Order. The Secretary of State would 
expect the BGs to make an early start on developing their arrangements in 
accordance with the organisational principles set out in paragraph 2.10 — as 
one already has. 


The possibilities: a Council or an Authority 


3.27 One possibility would be to continue the present executive functions of 
DHSS, and their direct relationship with the BGs, and to establish an advisory 
London Postgraduate Council. The main functions of such a Council would be 
to advise the Secretary of State on policy, planning and resource allocation 
questions relating to the postgraduate hospitals (and possibly on wider 
postgraduate issues also) and, when circumstances allowed, on future manage- 
ment arrangements. This concept found no favour at the conference held in 
June 1978, the great majority believing that a body with no powers and no 
executive functions would be unlikely to be effective. The Secretary of State 
agrees with this view. 

3.28 The alternative is to establish a statutory Authority to which the BGs 
would be accountable and which would itself be accountable to the Secretary 
of State. Subject to the outcome of the present consultations, it is proposed to 
establish such an Authority. Technically it would be a Special Health 
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Authority, but the suggested title by which it would be known is the London 
Postgraduate Hospitals Authority (LPHA). 


The functions of a London Postgraduate Hospitals Authority 


3.29 The Authority would undertake in respect of the BGs such functions as 
the Secretary of State decided to delegate. It would be responsible for overall 
planning, for co-ordinating BG planning and for the scrutiny and approval of 
specific proposals put forward by the BGs. It would also be responsible for 
instituting appropriate joint planning and consultation arrangements at both 
LPHA and BG level, with Health, Local and Academic Authorities. It would 
have a representative on the London Co-ordinating Committee and provide a 
member of the London Health Planning Consortium. It would receive block 
financial allocations from DHSS and would determine how these should be 
divided between the BGs. It would have a role in medical and other forms of 
manpower planning, the precise nature of which would need further discussion. 
It would also act on the Secretary of State’s behalf in day-to-day matters, 
within whatever limits he prescribed. 

3.30 A further function of the LPHA would be to promote close operational 
links, including in appropriate cases sharing of facilities, both between 
postgraduate hospitals and between postgraduate and other hospitals. 

3.31 The LPHA would advise the Secretary of State on appointments to 
BGs, but both Chairmen and members of the BGs would for the time being 
continue to be appointed by the Secretary of State. 

3.32 It would be a priority task for the Authority, within the functions 
described above, to consider, keep under review, and recommend longer term 
arrangements for the future management of the hospitals. This should include 
a realistic evaluation of the alternatives of accountability to an RHA through 
AHA(T)s or SHAs as appropriate; but it seems likely that, for some of the 
hospitals at least, an Authority accountable to the Secretary of State will 
continue to be the only practical solution for the foreseeable future. The 
Authority will therefore, also need to consider how its own functions, 
organisation and staffing may need to evolve if it should develop responsibilities 
for a number of hospitals along the lines of the third option discussed earlier in 
this Chapter. The Secretary of State would hope that the Authority would be 
able to report on these issues within a year of its formation. 

3.33 Even if it should be decided later, in the light of the recommendations 
of the LPHA, that alternative arrangements should be made for some hospitals, 
those hospitals might continue to retain some form of association with the 
Authority — if there was considered to be advantage in the latter serving as a 
focal point for general postgraduate issues, and speaking on occasions on 
postgraduate matters beyond its own administrative jurisdiction. 
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3.34 Nobody can be sure how matters will evolve. But it is envisaged, in 
brief, that the LPHA should begin as an Authority which would take on the 
functions at present carried out by the DHSS. It would then be required to 
develop those functions in ways which were considered to be beneficial — for 
example, for the purpose of improving arrangements in some areas of BG 
responsibility which give rise to difficulties at present (eg works services). But 
its major rule would be as an agent for change — considering and proposing 
further steps towards longer term arrangements for each of the hospitals, and 
as necessary for its own future. 


Composition, staffing and advisory machinery 


3.35 The detailed composition of the Authority, including the numbers of 
members to be appointed on the nomination of, or otherwise representative of, 
particular bodies, would be a matter for further discussion. However the 
Secretary of State would not see it as consisting primarily of representatives of 
the postgraduate field, since one of its most important tasks will be to ensure 
that the hospitals are planned and managed in a wider context. 

3.36 In addition to generalist members, there should be adequate represen- 
tation of University, Thames RHA and Local Authority interests, and of 
professional and other staff. The membership might with advantage include 
some people from outside the Thames Regions to reflect the national role of 
the hospitals in teaching and research and as national referral centres. If 
considerations of overall size permit, there might also be some cross-member- 
ship with Thames AHA(T)s. The membership will also need to take account 
of whatever arrangements are eventually agreed for the expansion of industrial 
democracy in the NHS. 

3.37 Initially the Authority would need to be staffed by a small cadre of 
officers which would include administrative, medical, nursing and financial 
expertise, headed by a multi-disciplinary team. The precise staffing would be 
for discussion, it is hoped that initial costs would be kept within a total of 
£200,000 a year, excluding accommodation. 

3.38 In accordance with undertakings already given to the Staff Side, 
applications for posts in the Authority would initially be limited to existing 
employees of BGs, except in the medical discipline where medical staff are not 
currently appointed in an administrative capacity. However a small number of 
secondments from DHSS (though not into the most senior posts) might be 
desirable for a transitional period to ensure continuity and a smooth handover 
to the new Authority. 

3.39 For some functions the Authority might need to draw on expertise 
available within DHSS or in other NHS Authorities. For example it might 
need to call on outside professional works advice. 
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3.40 The Authority will need to consider establishing one or more profes- 
sional advisory committees. It is suggested that it be left to decide the detail of 
this for itself, in consultation with the BGs and their professional staff. 


Community Health Councils 


3.41 At present there is no formal relationship between BGs and CHCs. 
Without a change in the NHS Act 1977, it would not be possible to extend to 
CHCs the same formal rights in respect of BGs as they have in respect of 
AHAs. However the Secretary of State regards it as desirable to establish a 
relationship with CHCs and he intends to issue guidance to that end. However, 
he would not regard it as appropriate to provide for CHC representation on 
the membership of the LPHA itself. 


Timing and transitional arrangements 


3.42 It is the Secretary of State’s intention, if he decides to proceed with 
establishing an LPHA, to do so at the earliest possible opportunity. Given the 
time required for consultations, decisions in principle, and detailed discussions 
about implementation it is unlikely that it could be established much before 
the end of 1979. 

3.43 Whilst paragraph 3.32 above foresees the possibility of an LPHA 
continuing in some form for the foreseeable future, albeit with changes in its 
scope and functions and possibly changes in management arrangements at 
hospital level, this should not be interpreted to imply the continuance of the 
BGs. This would be subject to review during the 3 year period for which it is 
now proposed that the new Preservation Order should run. 
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SUMMARY 


Views are sought: 


a 


on the merits and feasibility of the options discussed in paragraphs 3.2 — 
3.17, and on the conclusion that it would be unwise to decide now what 
should be the long term administrative arrangements for the specialist 
postgraduate teaching hospitals; 


on the proposal that a London Postgraduate Hospitals Authority should 
be established as soon as possible for the purposes and on the lines set out 
in the foregoing paragraphs, without prejudice to decisions on longer term 
arrangements; 


on the specific suggestions made in paragraphs 3.29 — 3.40 for the 
functions, composition, management arrangements and staffing of such an 
Authority; 


on any other matters relating to the proposed Authority and its work; 


on the proposals of the Finance Study Group, set out in Appendix E (see 
paragraph 3.18). 


Comments are requested by’31 December 1978 from the organisations listed 
in Appendix H. Copies are available to others on request. 
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Appendix A 


The London Specialist Postgraduate Hospitals and their 


Associated Institutes 


HOSPITAL GROUP 


1. The Hospitals for Sick 
Children 


A. The Hospital for Sick 
Children 
Great Ormond Street 
London WC1 
Located in the Camden and 
Islington AHA(T) in North 
East Thames RHA 


B. Hospital for Sick Children 
(Country Branch) 
Tadworth 
Surrey 
Located in Surrey AHA in 
South West Thames RHA 


C. Queen Elizabeth Hospital 
Hackney 
London E2 
Located in City and East 
London AHA(T) in North 
East Thames RHA 


603 beds’ 


349 beds 


106 beds 


148 beds 


ASSOCIATED INSTITUTE 


Institute of Child Health? 


The main part of the Institute 
is situated in Guilford Street 
in premises next door to the 
Hospital for Sick Children. 
There is also a professorial 
academic unit at Queen 
Elizabeth Hospital and a 
similar unit of Paediatric and 
Neonatal Medicine operating 
at Hammersmith Hospital. A 
joint development with the 
Institute of Neurology in 
Queen Square, 1 Guilford 
Street is nearing completion. 
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HOSPITAL GROUP 
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The National Hospitals for 314 beds 
Nervous Diseases 


. The National Hospital 203 beds 


Queen Square 

London WC1 

Located in Camden and 
Islington AHA(T) in North 
East Thames RHA 


Maida Vale Hospital for 84 beds 
Nervous Diseases 

London W9 

Located in Kensington, 

Chelsea and Westminster 

AHA(T) in North West 

Thames RHA 


. Branch Hospital 27 beds 


East Finchley 

London N2 

Located in Barnet AHA in 
North West Thames RHA 


. The Royal National Throat, 230 beds 


Nose and Ear Hospital 


. The Royal National Throat, 


Nose and Ear Hospital 
Grays Inn Road 

London WC! 

Located in Camden and 
Islington AHA(T) in North 
East Thames RHA. Attached 
to the Hospital there is also 
the Nuffield Hearing and 
Research Centre. 


ASSOCIATED INSTITUTE 


Institute of Neurology 


The Institute is situated in 
Queen Square in direct 
proximity to the National 
Hospital and near the 
Institute of Child Health and 
Hospital for Sick Children. 
See joint development 
mentioned above. 


Institute of Laryngology and 
Otology 


The Institute is situated in 
premises immediately adjacent 
to the main hospital in Grays 
Inn Road, with certain 
departments in the Hospital 
itself. 


HOSPITAL GROUP 


3: 


B. 


da 


The Royal National Throat, 
Nose and Ear Hospital 


Royal National Throat, Nose 
and Ear Hospital 

Golden Square 

London W1 

Located in Kensington, 
Chelsea and Westminster 
AHA(T) in North West 
Thames RHA. 


. Unit for Deaf Children and 


Parents 

8 Castlebar Hill 
Ealing 

London W5 


. Unit for Deaf Children 


6 Castlebar Hill 

Ealing 

London W5 

Both C and D 

Located in Ealing, 
Hammersmith and Hounslow 
AHA(T) in North West 
Thames RHA 


. Moorfields Eye Hospital 
. Moorfields Eye Hospital 


City Road 

London EC1 

Located in Camden and 
Islington AHA(T) in North 
East Thames RHA 


. Moorfields Eye Hospital 


High Holborn 

London WC] 

Located in Camden and 
Islington AHA(T) in North 
East Thames RHA 


ASSOCIATED INSTITUTE 


Institute of Laryngology and 
Otology 


Institute of Ophthalmology 
The Institute is mainly housed 
in Judd Street at a 
considerable distance from the 
City Road branch of the 
hospital. However in addition 
it Owns premises in Cayton 
Street immediately adjoining 
the City Road branch of the 
hospital which as yet are only 
occupied to a limited extent. 
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HOSPITAL GROUP 


S. 
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The Bethlem Royal and the 
Maudsley Hospital 


. The Bethlem Royal Hospital 


Beckenham 

Kent 

Located on the border of 
Croydon AHA with Bromley 
AHA, thus on the border of 
South West and South East 
Thames RHA 


. The Maudsley Hospital 


Denmark Hill 
London SE5 


. The Neurosurgical Unit of 


Guy’s, Maudsley and Kings 
College Hospital at Maudsley 
Hospital 

Both B and C are located in 
the Lambeth, Southwark and 
Lewisham AHA(T) in South 
East Thames RHA 


St. John’s Hospital for 60 beds 


Diseases of the Skin 


. St. John’s Hospital for 


Diseases of the Skin 
Lisle Street 

Leicester Square 

London WC2 

Located in Kensington, 
Chelsea and Westminster 
AHA (T) in North West 
Thames RHA 


510 beds 


ASSOCIATED INSTITUTE 


Institute of Psychiatry 


Originally the Institute was 
located at the Maudsley 
Hospital. In 1967 it moved to 
new premises near the 
hospital. In 1972 a Neurology 
building was added, in 1974 
an East Wing and in 1975 a 
Child Psychiatry building 
within the hospital. 


Institute of Dermatology 


The main part of the Institute 
is adjacent to the Lisle Street 
branch of the hospital but the 
Institute laboratories are with 
the in-patient department of 
the Hospital at Homerton. 


HOSPITAL GROUP 


B. 


St. John’s Hospital for 
Diseases of the Skin 
In-Patient Department 
Homerton Grove 

London E9 

Located in City and East 
London AHA(T) in North 
East Thames RHA 


The National Heart and Chest 
Hospitals 


. The Brompton Hospital 


Fulham Road 

London SW3 

Located in Kensington, 
Chelsea and Westminster 
AHA(T) in North West 
Thames RHA 


. The Brompton Hospital 


Frimley 

Surrey 

Located in Surrey AHA in 
South West Thames RHA 


. The London Chest Hospital 


Bonner Road 

London E2 

Located in City and East 
London AHA(T) in North 
East Thames RHA 


. The National Heart Hospital 


Westmoreland Street 
London W1 

Located in Kensington, 
Chelsea and Westminster 
AHA(T) in North West 
Thames RHA 


60 beds 


713 beds 


328 beds 


150 beds 


142 beds 


81 beds 


ASSOCIATED INSTITUTE 


Cardiothoracic Institute 


The Institute is divided 
between 3 sites: the Fulham 
Road branch of the Institute 
in the grounds of the 
Brompton Hospital, the 
Beaumont Street branch in 
the grounds of the National 
Heart Hospital and a more 
recently established branch in 
the grounds of the London 
Chest Hospital 
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HOSPITAL GROUP ASSOCIATED INSTITUTE 


E. 


8. 


The Shaftesbury Hospital 12 beds 
Shaftesbury Avenue 

London WC2 

Located in the Camden and 

Islington AHA(T) in North 

East Thames RHA 


The Royal National 384 beds Institute of Orthopaedics 
Orthopaedic Hospitals 


. The Royal National 88 beds The Institute is divided 


Orthopaedic Hospital between the Great Portland 
Great Portland Street Street and the Stanmore 
London W1 branches of the hospital. 
Located in Kensington, 

Chelsea and Westminster 

AHA(T) in North West 

Thames RHA 


Royal National Orthopaedic 296 beds 
Hospital 

Stanmore 

Middlesex 

Located in Brent and Harrow 

AHA in North West Thames 

RHA 





9. 


A. 
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St Peter’s Hospitals 155 beds Institute of Urology 


St Peter’s Hospital 41 beds The Institute is situated in 
Henrietta Street premises in Shaftesbury 
London WC2 Avenue which are part of the 
Located in Kensington, original building of the 
Chelsea and Westminster Shaftesbury Hospital. 
AHA(T) in North West 

Thames RHA 


HOSPITAL GROUP 


9. St Peter’s Hospitals 


St Paul’s Hospital 

Endell Street 

London WC2 

Located in Camden and 
Islington AHA(T) in North 
East Thames RHA 


. St Philip’s Hospital 


Sheffield Street 

London WC2 

Located in Kensington, 
Chelsea and Westminster 
AHA(T) in North West 
Thames RHA 


. The Shaftesbury Hospital 


Shaftesbury Avenue 
London WC2 

Located in Kensington, 
Chelsea and Westminster 
AHA(T) in North West 
Thames RHA 


10. The Royal Marsden Hospital 


A. 


The Royal Marsden Hospital 
Fulham Road 

London SW3 

Located in Kensington, 
Chelsea and Westminster 
AHA(T) in North West 
Thames RHA 


The Royal Marsden Hospital 
Sutton, Surrey 

Located in Merton, Sutton 
and Wandsworth AHA(T) in 
South West Thames RHA 


ASSOCIATED INSTITUTE 


(contd) Institute of Urology 
49 beds 


26 beds 


39 beds 


384 beds Institute of Cancer Research 


209 beds The Institute has developed on 
three sites. The Chester 
Beatty laboratories are at 
Fulham. The other premises 
are at Sutton and in Pollards 
Wood in Buckinghamshire. 
However, work has begun on 
a scheme to concentrate the 

175 beds Institute at Sutton. 
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HOSPITAL GROUP 


11. Queen Charlotte’s Hospital for 


A. 


12, 


Women 


Queen Charlotte’s Maternity 
Hospital 

Goldhawk Road 

London W6 

Located in Ealing, 
Hammersmith and Hounslow 
AHA(T) in North West 
Thames RHA 


. Chelsea Hospital for Women 


Dovehouse Street 
London SW3 

Located in Kensington, 
Chelsea and Westminster 
AHA(T) in North West 
Thames RHA 


. Convalescent Home 


St Leonard’s on Sea 

Sussex 

Located in East Sussex AHA 
in South East Thames RHA 


Eastman Dental Hospital 


Eastman Dental Hospital 
Gray’s Inn Road 

London WCl 

Located in Camden and 
Islington AHA(T) in North 
East Thames RHA 


NOTES 


285 beds 


161 beds 


84 beds 


40 beds 


ASSOCIATED INSTITUTE 


Institute of Obstetrics and 
Gynaecology 


The Institute is divided 
between 3 hospitals, the 
Chelsea Hospital, Queen 
Charlotte’s Hospital and the 
Hammersmith Hospital, while 
the administrative centre of 
the Institute is in Stewarts 
Grove, Chelsea. 


Institute of Dental Surgery 


The Institute is in Gray’s Inn 
Road in premises provided by 
the Eastman Dental Hospital 


1. The bed figures shown are the bed complements of each hospital. 


2. The description of the Institutes is drawn largely from the Report of the 
Working Party appointed to inquire into the Postgraduate Medical Institutes 
of the University of London (the ‘Morris’ report). 


ey 


APPENDIX B 


Conclusions and Recommendations of the Report of the Working Party 
Appointed to Inquire into the Postgraduate Medical Institutes of the University 
of London (The ‘Morris’ Report) 


B.1 The Working Party do not accept that it is possible to draw a sharp 
distinction between the academic and the professional aspects of medical 
education, which they regard as being complementary. 

B.2 They further consider that the most appropriate location and environ- 
ment for the furtherance of academic teaching and professional training is 
within a School of a University, where full facilities are available for research, 
where there is a close association with the National Health Service, and which, 
in particular, is situated in direct proximity to the appropriate specialist 
hospital. 

B.3 The conjunction of specialist hospital and University Institution presents 
unrivalled opportunities for academic development, in that between them they 
can call upon a wide and varied supply of clinical material coupled with 
specialist clinical teachers, skilled scientists, and research workers. This enables 
them to provide the systematic postgraduate teaching which is essential to the 
academic development of the various specialties and the training of future 
consultants. (52, 61).* 

B.4 In London the Institutes of the British Postgraduate Medical Federation, 
in association with the specialist hospitals, have at their disposal a concentra- 
tion of expertise and clinical material which forms a foundation for postgrad- 
uate teaching and supervised research on a scale that in aggregate does not 
exist elsewhere. (52, 61). 

B.5 It cannot be too strongly emphasised that the Postgraduate Medical 
Institutes and the specialist hospitals are completely interdependent, and that 
it is upon their joint survival that the provision of advanced academic 
instruction, the promotion of research, and the training of future specialist 
consultants all depend. 

B.6 It is essential to protect the existing working relationship between the 
Institutes and their associated specialist hospitals which derives from daily 
personal contact at all levels between their governing bodies, officers, and staff. 








*The references in brackets relate to the relevant paragraphs in the Report. 
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Some anxiety is felt that the introduction of a new administrative structure in 
place of the present Boards of Governors could seriously endanger that 
relationship and it is important that reassurances should be given in this regard 
at the earliest possible moment. (60, 61, 71, 76). 

B.7 The continued functioning of all the London Institutes is very important 
to postgraduate medical education in this country. The research carried out by 
many Institutes is of a high level and has achieved a national and international 
reputation. Nevertheless there are some Institutes where the existing situation 
is not entirely satisfactory and needs to be critically reviewed. The Working 
Party consider that the most effective solution to this problem lies, not in the 
closure of individual Institutes or departments, but in the introduction of 
revised administrative procedures which will make it possible to identify those 
areas where changes are required and enable them to be achieved. (61). 

B.8 The BPMF and its constituent Institutes are fulfilling their responsibili- 
ties as set out in their existing Charter and Memoranda of Association. There 
is a need, however, to restructure the BPMF so as to entitle it to recognition as 
a School of the University in the field of Advanced Medical Studies. The 
constituent Institutes should then see themselves as Divisions or component 
parts of the School, functioning not as independent and unrelated units, but as 
parts of a concerted and co-ordinated whole, with a uniform academic 
structure. (69). 

B.9 Accordingly, it is recommended that a new constitution for the British 
Postgraduate Medical Federation is formulated which will include provision 
for a Scientific Advisory Committee and for a Policy Committee, as well as a 
revised Central Academic Board. The recommended membership of these 
bodies includes liberal representation of opinion from outside the BPMF. (77, 
78, 79). 

B.10 This new structure should ensure that within a mutually agreed policy 
of development both the proposed Federated School and its Institutes would 
maintain a constant review of their activities, with a view to (a) modifying 
some and expanding others as appropriate, (b) considering the establishment 
of new Institutes or otherwise encouraging newly emerging branches of 
medicines, and (c) developing closer associations with the work of the 
Undergraduate Medical Schools. Such a concept would ensure that the talent 
available is deployed to the maximum benefit of the Federation and the 
University in general. (69). 

B.11 In considering the reorganisation of the Institutes, it is essential to 
have regard to their geographic dispersal over a large area of London. Some of 
the Institutes are separated by as much as 12 miles. This point is particularly 
relevant to any proposals for rationalisation and centralisation. 

B.12 Of the individual Institutes, that of Urology, which is linked with four 
small hospitals, is the one in most urgent need of help at the moment. The 
Working Party recommend that the highest priority should be given to resiting 
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it and its associated hospitals within a single complex in central London, even 
if this should involve rehousing for the time being in a vacant building until 
new accommodation can be found later. (42 & Visit). 

B.13 Other Institutes are also affected by geographical separation of 
component parts or from the associated hospitals. 

In the Institute of Ophthalmology, as already urgently represented to the 
University, funds are required to develop next to Moorfields Hospital. 

In the Institute of Obstetrics and Gynaecology the concentration of peri- 
natal work on one site would have important advantages, as would the siting of 
Gynaecology in a general hospital setting with access to endocrinological, 
metabolic and other facilities. 

The Institute of Orthopaedics needs to keep a foothold in Central London 
because of the need to provide a clinical service and training facilities; greater 
collaboration with other clinical disciplines and the basic sciences could 
possibly be achieved by developing a stronger link with the Kennedy Institute 
of Rheumatology. 

The Cardiothoracic Institute is spread over three sites, a state of affairs 
which is academically undesirable and administratively costly. It is hoped that 
plans for rebuilding on a single site will soon be implemented. (38, 39, 41, 43 
& Visit). | 

B.14 At three other Institutes the accommodation is inadequate or poor. 

At the Institute of Dermatology, distance and travelling difficulties separate 
the Hospital Out-Patient Department in the West End, on which teaching 
depends, from the research and In-Patient facilities at Homerton. A total move 
to Homerton would not be practicable. There is no obvious short-term solution; 
in the long-term, this Institute should be sited in proximity to a centrally 
placed undergraduate teaching hospital. 

The Institute of Dental Surgery has acquired certain areas for development 
within the precincts of the old Royal Free Hospital which will provide more 
space and also facilities for animal experimentation. Nevertheless, the associ- 
ation of the Institute of Dental Surgery with an undergraduate teaching 
hospital would ultimately enable its considerable potential to be developed. 

The accommodation of the Institute of Laryngology and Otology is very 
poor and insufficient for its purposes and no immediate answer to its difficulties 
is apparent. This problem should be one for the reconstituted School to 
consider as a first priority. (38, 45 & Visits). 

B.15 The possibility should be explored of involving the Institute of Basic 
Sciences more closely in the co-ordination of the basic medical science 
activities of the smaller Institutes, where facilities in these fields are not wholly 
adequate. (46, 47, 48 and 57). 

B.16 In the general field of pathology there is scope for rationalisation within 
the Federation by encouraging collaboration between Institutes or by some 
more radical rearrangement. For most of the specialties served by the Institutes 
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there should be no separation of “academic” and “service” pathology, which 
should be practised in the same department so as to provide an interplay 
between the diagnosticitan who needs the academic background of ongoing 
research and the research worker who needs clinical material and the questions 
of aetiology and pathogenesis it poses. This dual provision of opportunity in 
routine and research work is especially important in attracting medically 
qualified staff. (55). 


B.17 Although facilities are available within most Institutes for periods of 
elective study for undergraduate students, not enough advantage is yet taken 
of them. The attention of Deans of Undergraduate Medical Schools should be 
drawn to the opportunities existing in this important sphere. 


B.18 Greater consideration should be given to developing the psychological, 
epidemiological and preventive aspects of the work of some of the Institutes, 
particularly in the fields of Ophthalmology, Otolaryngology, Child Health, 
Neurology, and Obstetrics and Gynaecology. 


B.19 The Working Party are aware that, in addition to the BPMF and its 
constituent Institutes, there exist in the University two other postgraduate 
schools, viz the London School of Hygiene and Tropical Medicine, and the 
Royal Postgraduate Medical School. At some future date, when the BPMF in 
its new format has been fully established, all three Institutions should consider 
together whether a closer association would be to their mutual advantage. 
(Appendix 3). 


B.20 The Working Party are of course aware of the restrictions upon 
development imposed by the present financial climate and recommend that 
non-degree postgraduate training courses should continue to be self-financing, 
ie should reflect their marginal costs. (67). 


B.21 It is recommended that consideration be given to the introduction by 
the University of clinical higher degrees demanding clinical competence at the 
highest level combined with a considerable knowledge and practical experience 
of the scientific developments related to that particular specialty. (Appendix 
10). 


B.22 It is important for trainees who spend time in research that such a 
period should be adequately recognised in terms of NHS seniority. At present 
the financial penalties and the rigid training ladder are serious deterrents, and 
this situation will in the long term have a prejudicial effect on the advancement 
of medical science, particularly in relation to those surgeons who wish to 
pursue an academic career. (58). 
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APPENDIX C 


The Chairmen’s Study Group 


(Summary of Report on suggested Alternatives for the Constitution of 
Specialist Postgraduate Teaching Hospitals—SPTHs) 


The Remit 


C.1 The constitutional arrangements of SPTHs must now be either continued 
for a further period, or altered, and in March 1977 the DHSS proposed that 
their Boards of Governors (BGs) should make a study, through a group of 
their chairmen, of 


“the principles which would need to govern the preservation of the 
identity and role of postgraduate clinical units (sic)... ... covering 
aspects of organisation which would need to be established” 


against the background that although it was desirable to avoid a Procrustean 
forcing of SPTHs (with their separate management, specialised functions, 
supra-regional activities and particular obligations to their respective Postgrad- 
uate Institutes) into the very different structure, designed for a different 
purpose, of the regionalised health authorities—see Chart attached— 
nevertheless the existing position in which the SPTHs and the BGs report 
directly and exclusively to DHSS gave rise to difficulties of co-ordinated 
planning at top level for NHS as a whole and to certain deficiencies 
(unspecified) in contact and co-operation lower down. The DHSS assumed, 
therefore, that the BGs must disappear. 

C.2 Summarised, the constitutional alternatives suggested for study were: 

i a hospital could become part of the regionalised organisation, but not at 

a level below AHA or RHA, where moreover it would be granted a 
“committee” (PHC) to represent it, the constitution of same being left 
open; 
but selected SPTHs might be associated in two or more federal Special 
Health Authorities (SHAs), presumably again with “committee” repre- 
sentation, the said SHAs being accountable to the Secretary of State; 


—e 
to 
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ill or—as later suggested—all the SPTHs should become associated in one 
SHA. 

C.3 The DHSS also set up a study group under its own aegis to study the 
problems of funding. These go wider than the SPTH position, but obviously 
affect it nonetheless, and owing to the slow progress of this Finance Study 
Group it became necessary for the Chairmen’s Study Group to keep its report, 
in some respects, to rather general terms. (paras 6, 7, 9). 


The Approach 


C.4 The chairman felt (para 27) that the alternatives offered (and variants 
thereof) must be tested primarily by the main criteria of how they assist, or 
make more difficult, (i) the better co-ordination of SPTHs within the general 
planning procedures of the NHS, and (ii) the preservation of their special roles 
and identities, and (iii) the co-ordination of their activities with those of their 
associated institutes, and (iv) the safeguarding of their morale and 
effectiveness. 

C.5 The last three criteria are of decisive importance, since if things fail at 
the working or hospital level, everything fails. No sophistication at the higher 
levels of policy and planning, and no elaborations of hierarchy, can put this 
right. 

C.6 It follows that any future scheme or organisation must equip SPTHs 
with a proper constitutional structure and status at their own working level. 
But it is also necessary, however soundly these SPTHs are based in themselves 
for the sake of their own good health, that they shall be placed within the 
hierarchy of NHS as a whole, at a point in the chain of command which is not 
unsympathetic to them and which has due access to the ultimate sources of 
power and finance (DHSS and the University) for the fostering mutually of 
that close contact and genuine understanding (ie accessibility both ways) 
which is essential in this small but specialised world. 

C.7 In its approach the study group rejected any assumption that these 
requirements (“‘status” supported by “‘access”’) must be basically incompatible 
with integrated planning for NHS as a whole. The existing top-level problems 
of NHS in matters of policy and resource-allocation are of a general nature, as 
indicated by RAWP and other mechanisms, and do not arise—as sometimes 
alleged—out of the existing constitutional “‘placing” of the SPTHs which can 
without difficulty be brought to play their due part in any planning or co- 
operational arrangements, national and local, that are properly devised and 
genuinely worked. 

C.8 Indeed the “placing” requirement is probably best met in a way that 
actually reinforces, and is reinforced by, the “status/access” requirements. 
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DSN 
District Status at Working Level 


C.9 On the requirement at working level, if the distinct identity and role of an 
SPTH is to be preserved, the study group remarks: 


“Apart from the obvious needs of any distinct unit, such as its own 
name and address*, the needs of an SPTH, if its special identity is to 
be preserved, are essentially that it is a statutory body, that it has its 
own financial allocation and own accounts, that it appoints and 
employs its own staff, and that it has its own standing with the world 
outside it. The form and prestige of the administration in both 
governing and managing must be such as to foster morale and esprit 
de corps—a prime requisite.” (para 8). 

C.10 The report does not define precisely what it means by “‘statutory body”’. 
This would depend on the funding arrangements to some extent, and on the 
general shape of the new scheme of things, but the importance of having bodies 
with proper corporate status and responsibility as compared with relatively 
disembodied, unequipped and un-officered groups such as come to mind when 
the word “committee” is used, is underlined: 


“"..a simple committee without corporate existence and without the 
full powers and duties mentioned earlier could achieve little except to 
protest against, and delay, the downgrading of its role and the 
subordination of its special interests and needs to the general interests 
and needs of the particular territory covered by the AHA” (para 
13)—or, of course, an RHA. 


“It has been suggested ...that arrangements might be made ... to 
guarantee a given sum of money for the operations of any such 
hospital group (ie committee) year by year” but “this ... would not 


last long in the face of changing circumstances and the usual strains 
and reshufflings of priorities down the years’. (paras 12 and 15). 


C.11 The report also remarks that even in the Queen’s Square project, where 
it had been proposed to group only three SPTHs (one of them minor) under 
their own SHA, it had been found advisable to recommend, for the preservation 
of clear management, that each SPTH should be run by “its own management 
committee” ... which would be safeguarded by being a statutory body’. (para 
18). 


The Levels of Accountability (ie the Superstructure) 


C.12 Of the levels of “accountability” offered by DHSS, the first is the AHA. 

















*which does not necessarily mean “‘own building” 
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In such a case, says the report, the SPTH becomes a third tier organisation at 
best. If, at this level in the hierarchy, it is merely represented by a 
‘committee’, it will lose its identity in due course (para 11). If, however, it is 
represented by “a formally constituted and incorporated body endowed with 
all the powers and organs necessary to its functioning as a distinct and viable 
entity, its territory reaching far beyond the territory of the AHA, the AHA 
would itself be in an anomalous position’. (para 14). There is also the fact that 
the present governing bodies of hospital and institute are usually interlocked 
with co-ordinated policies, with appointments in common, and with joint 
financial engagements. (para 13). Whereas contact at certain local levels might 
be assisted, the basic “problems of higher planning for the specialties (and 
their Institutes) are only exacerbated”. 

C.13 Much the same dilemmas affect the RHA alternative: except that 
RHAs cover a wider territory. “But the planning of specialised and non- 
regional hospitals and Institutes cannot be restricted by territorial considera- 
tions. Moreover, there are four RHAs in the London Area... The need for 
ultimate planning co-ordination at a supra-regional level remains, and the 
proposed establishment of such a mechanism by DHSS is good evidence of 
this.” (para 16). 

C.14 There remains the SHA alternative. If a single SPTH, or two or three 
SPTHs are associated in their own SHA simply because of their “physical 
location or on some other basis which ignores the functional dissimilarities of 
the specialist hospitals” (para 17) this would give rise to considerable problems. 
Either (a) the SHA becomes the managing body as well as the planning body, 
or (b) the SPTHs maintain their own constitutions. The first is undesirable. 
The second would preserve, as laid down, the special identities, but a workable 
balance-of-power between management at the hospital and the SHA level 
would be difficult to achieve, since in such a small grouping “the SHA might 
either be too costly for the scale of its functions, or would bear down too 
heavily on the working hospitals, or be itself insufficiently equipped with the 
necessary powers and necessary staff’. (para 19). The Chairmen’s Study 
Group conclude, accordingly, that this sub-alternative is unlikely to be 
“generally applicable, or even generally acceptable’. (para 20). 

C.15 A single SHA for all those SPTHs intended to continue as such would 
be another matter. Under such an arrangement there would be only two tiers, 
with a short and clear line of accountability between each properly constituted 
SPTH at working level—perhaps called a PHA, but not a PHC—and the 
SHA at planning level. The division of duties between the two “tiers” would 
be strongly influenced by the findings of the Finance Study Group. However, 
in broad terms, the PHAs would have virtually the same responsibilities as the 
existing BGs in the governing and managing of the operation of their own 
particular hospitals. The SHA would assist the individual PHAs to produce 
plans which could be harmonised with those of the NHS as a whole and with 
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the postgraduate world of teaching and research. The members of the SHA 
would therefore be drawn partly from those directly concerned with the 
operation of the hospital groups and their associated institutes and London 
University, and partly from other sectors of the NHS, including possibly the 
DHSS itself. (paras 21 to 25). 


Conclusion 


C.16 Summing up, the Chairmen’s Study Group annexe the chart attached, 
and conclude: 


“..that if the existing position is to be changed in the near future, 
the only alternative to follow of those listed above is the last one—a 
federal SHA responsible to DHSS, with the SPTHs within the SHA 
replaced by Postgraduate Hospital Authorities. This course would 
meet the fundamental requirements of the situation, and it need not 
hinder the maintenance or improvement of such contact and co- 
operation (eg bulk buying, common services, Joint Consultative 
Committees, or accommodation arrangements) as is advantageous 
from case to case.” (para 29). 


“This course is also, in many ways, the one that involves the least cost, 
delay and upset. The SHA could be set up almost at once, on a 
“shadow” basis to begin with, and could itself participate, with 
advantage to all, in settling the details of its relations with the SPTHs. 
These relations would then be well understood, and actually estab- 
lished, well before the task of converting the SPTHs into Postgraduate 
Hospital Authorities (PHAs) could be fully planned and completed.” 
(para 30). 


4] 


THE LONDON METROPOLITAN AREA 
(BODIES WITH LEGAL CONSTITUTION IN CAPITALS) 





London London 
University University 
DHSS 
(A) 
BRITISH ae ey Oy ore 
POSTGRADUATE ! SPECIAL ! REGIONAL 
MEDICAL | HEALTH ! HEALTH 
FEDERATION 'AUTHORITY, (A) (A) AUTHORITIES 
(one) ; (oneor ~, (four) 
i._?more) | | 
(A) AREA 
(B) SPECIALISED HEALTH 
SPECIALISED=+>= HOSPITAL (B) AUTHORITIES 
INSTITUTES GROUPS 
(twelve) (twelve) 
Districts 
rN I ag | (37) 
)OR PHAs | | 
(B) Sectors 
(B) 
(B) UNDER- 
, GRADUATE 
barren HOSPITAL 
300 MEDICAL 
Snlmtenl SCHOOLS 
nite ae (twelve) 
hospitals) 
SPECIALISED POSTGRADUATE GENERAL AND 
AND NON-REGIONAL REGIONALISED 
ORGANISATION ORGANISATION 
(ACTUAL AND|SUGGESTED) (ACTUAL) 


NOTE: The top line (A) may be cailed the Planning Level, and line (B) the Working 
(or operating) Level. The suggested SHA (or SHAs) does not yet exist. The scope of 
the specialised hospital groups in London is really nation-wide. By contrast, the 
scope of the regionalised organisations is limited to their Sectors, Districts, Areas 
and Regions, there being in all over 700 clinical units (ie hospitals, of which 12 are 
undergraduate general teaching hospitals) throughout the four Regional territories 
as a whole. Below AHA level there are ‘branches’ rather than separately 
constituted entities. 
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APPENDIX D 


Detailed Analysis of Alternative Management Arrangements 


The Statutory Possibilities 


D.1 To be capable of early implementation, any alternative management 
arrangement must be sought within the framework of existing primary 
legislation; change being achieved, as necessary, through subordinate legisla- 
tion. Legally the following alternatives to present arrangements are possible: 


1 Direct management by DHSS 

2 Direct management by an RHA 
3 Management by an AHA(T)* 
4 


Management by a Special Health Authority (SHA) accountable to 
Secretary of State, an RHA or an AHA(T) * 


5 Continued management by BGs accountable to an RHA an AHA(T)* or 
an SHA. 


D.2 Special Health Authorities (SHAs) can be established by Statutory 
Instrument under Section 11 of the NHS Act 1977. Considerable latitude is 
allowed in determining the functions and powers of such Authorities. An SHA 
could be made accountable to the Secretary of State, an RHA or an AHA(T). 
Accountability to an RHA could be achieved by exercise of the Secretary of 
State’s general powers of delegation; but an RHA could not be empowered to 
issue formal directions to an accountable SHA. The power of direction would 
continue to lie with the Secretary of State. 

D.3 Whilst the present primary legislation allows only the above Authorities 
to be considered, subordinate legislation could be used to require the 
establishment by an Authority of a committee to manage or advise on the 
management of the hospitals. The membership, powers and responsibilities of 
such committees could be prescribed by regulation, but their powers would 
necessarily be limited; for example they could not be legal employers of staff, 
employment being statutorily the function of an Authority. 











*Note: Because of the teaching and research functions of postgraduate hospitals, only AHAs 
(Teaching), who have similar functions, are considered. 
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The Functions of NHS Authorities 


D.4 Before considering the options further, the differences in role and function 
of the various Authorities mentioned are worth brief exploration. 


D.5 The DHSS, as a department of State, is part of the machinery of central 
government. Its principal role, in relation to the NHS, is to advise Ministers 
on the policies and objectives to be pursued, to assist the Secretary of State in 
the discharge of the statutory duties and responsibilities laid directly upon him 
by Parliament and to provide the central executive machinery to those ends. 
Save in the exceptional cases of the Special Hospitals (Broadmoor, Rampton 
etc) and the Artificial Limb and Appliance Centres it does not engage in the 
direct management of health services. The Secretary of State delegates 
responsibility for the provision and management of services to the Authorities 
as defined. The Government’s policy is to secure maximum devolution to NHS 
Authorities. 


D.6 RHAs are essentially strategic Authorities responsible for determining 
policies and priorities within national guidelines, developing strategic plans, 
allocating resources and monitoring the performance of the Authorities 
accountable to them in relation to agreed plans. They also provide and manage 
some services which are most effectively organised at regional level, eg Blood 
Transfusion Services, Ambulance Services (in London and Metropolitan 
Counties), Works Services (planning, design, contract and cost control of 
major capital projects), certain Personnel Services etc. These limited exceptions 
apart, RHAs are not directly involved in managing the operational services of 
the NHS. 


D.7 Operational services are the responsibility, in Central London, of 
AHA(T)s, who are the employers of the operational staff—doctors, nurses, 
professional, technical, craft and ancillary. But alongside and interwoven with 
their role of providing and managing services they carry vitally important 
responsibilities towards the education and training of doctors and dentists, and 
towards research and the advancement of medicine. In providing facilities for 
education and research AHA(T)s must work closely with the appropriate 
academic bodies. Whilst the service responsibilities of AHA(T)s are basically 
defined in relation to a local geographic population, the are not exclusively so. 
In the London undergraduate teaching hospitals are concentrated many of the 
regional specialties providing services to their own, neighbouring and Regions 
beyond on a considerable scale. This pattern of service is not confined to the 
designated regional specialties, but extends to the ‘district’ specialties, where 
the teaching hospitals function as centres for the referral of complex or rare 
cases. 


D.8 The functions of BGs are in many respects similar to those of AHA(T)s 
though there are important differences in the emphasis and scale of their 
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activities. In their particular specialties they provide facilities for specialist 
postgraduate training for future consultants and senior academic staff and 
specialist and post-certificate training for nurses and other professionals. They 
serve as regional and national reference centres providing highly specialised 
treatment and care, often closely related to recent and ongoing research which 
is a major aspect of the hospitals’ role. The hospitals also provide services to 
the populations within reasonable access. However the scale of the BGs 
operations is, inevitably, considerably smaller than that of AHA(T)s, indeed 
smaller than that of many London teaching Districts. 

D.9 The brief analysis above serves to demonstrate the differences and 
similarities in the roles of the respective Authorities. A clear difference emerges 
between the roles of the Department and the RHAs on the one hand the 
AHA(T)s and the BGs on the other. Additionally there are important 
differences between the Department and the RHAs, stemming from their 
constitutional positions as Government Department and Statutory Authorities 
respectively. Between AHA(T)s and BGs the differences are, as has been said, 
mainly of emphasis and scale. 


The Alternatives for Detailed Consideration 


D.10 In the Secretary of State’s view it would not be appropriate for either the 
Department or RHAs to assume direct management responsibility for the 
postgraduate hospitals. This would involve assigning a role that neither is 
equipped or designed to perform and be incompatible with their constitutional 
positions. The Secretary of State is also opposed to creating an additional tier 
of authority within the RHA/AHA framework. The possibility of SHAs 
accountable to AHA(T)s or of retained BGs, similarly accountable, is therefore 
rejected. 

D.11 The Secretary of State does not regard the continued preservation of 
the present BGs as acceptable in the long-term. The Boards’ constitution and 
management arrangements are based on pre-reorganisation concepts and are 
in part governed by legislation which is otherwise obsolete. Even if it were to 
be decided to retain separate governing bodies for postgraduate hospitals, 
either singly or in groups, the Secretary of State would consider it necessary to 
establish different Authorities with revised management arrangements. 

D.12 For the long-term, therefore, the choice for the future management of 
postgraduate hospitals lies between management by: 


1 AHA(T)s, with no formal authority below 
2 SHAs accountable to specified RHAs 
3 An SHA, or SHAs, accountable to the Secretary of State 


or 4 Some combination of the above. 
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The Alternatives Defined 


Special Health Authorities (SHAs) 


D.13 SHAs would be given statutory powers and functions along the same 
general lines as AHA(T)s. They would be employing authorities by virtue of 
Schedule 5, Part HII] of the NHS Act 1977 including power to appoint 
consultants. Orders establishing SHAs would also define their accountability 
to the Secretary of State or an RHA as the case might be. 

D.14 All Chairmen of SHAs would be appointed by the Secretary of State; 
similarly members where the SHA was accountable to him. For an SHA 
accountable to an RHA it seems appropriate for the RHA to be the appointing 
authority for members, as in the case of AHA(T)s. Regulations governing the 
membership of SHAs would prescribe, inter alia, the composition of the 
authority, the appointing authority, the nominating bodies as appropriate and 
the consultations to be undertaken. 

D.15 The composition of the membership of an SHA would vary according 
to the circumstances in which it was established and the number of postgrad- 
uate hospitals for which it was responsible. In all case, however, the 
membership should secure adequate representation of University, professional 
and other staff, and Local Authority interests, in addition to generalist 
members. The Department and the University Grants Committee would have 
the right to receive papers and to attend as observers at authority meetings. In 
the case of a single SHA embracing all postgraduate hospitals, the member- 
ships of the SHA should also secure effective representation of all four Thames 
RHAs. Local Authority membership may present some problems especially 
since the service role of hospital groups or combinations thereof seldom fall 
predominantly in particular Local Authority areas. Cross membership between 
AHA(T)s and SHAs might be worth considering in particular cases. 


Management Arrangements 


D.16 Several variations in management arrangements are possible and 
workable in each of the alternatives: these are illustrated in Figures 1 to 6 of 
the annex to this Appendix. There are, however, basically only two forms of 
management structure in each case. The management of the hospital can be 
made accountable either directly to its authority (AHA(T) or SHA) or 
through the appropriate management team of the authority. Certain features, 
common to all the models, are discussed in the following paragraphs. The 
proposals are not definitive and would need to be the subject of detailed 
discussion after decisions in principle had been reached. 
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Postgraduate Hospital Management Team (PGHMT) 


D.17 Among the main criteria to be observed is the provision of strong 
management at hospital level, able and required to take decisions without the 
need to refer up the line. Devolution of decision-making to the maximum 
possible extent is taken as an imperative of any change. Decisions will need to 
be taken within a framework of policies and plans approved by the administer- 
ing authority and operational policies governing the management of the 
hospital(s) should be settled by consensus of the principal managing interests. 
Under any solution this can, it is considered, best be achieved through a 
Postgraduate Hospital Management Team (PGHMT) normally made up of: 

Administrator 

Nurse 

Finance Officer 

Clinician member 

Institute member 

The functions of the PGHMT would include: 

—operational management 

—operational planning (though probably not the preparation of a formal 

operational plan) 

—budgeting and budgetary control 

—recruitment of all except the most senior staff 

—liaison with the Institute. 

The envisaged structure is not directly analagous to that of a Teaching 
Hospital Sector in a Teaching District: it would have appreciably greater 
responsibilities and delegated power to take decisions. On the other hand the 
PGHMT should not be regarded as strictly analagous to the District 
Management Team (DMT) of a teaching District. DMTs have a considerably 
wider span of planning and executive responsibility and a heavier management 
task. These reservations apart, broad analogies may nonetheless be drawn in 
the different models illustrated in Figures 1 to 6 of the annex. 

D.18 The concept of the Postgraduate Hospital Committee (PHC) was first 
set out in the Discussion Paper of March 1977. Assuming the disappearance of 
separate statutory authorities at hospital group level, PHCs are seen as a way 
of assisting the administering authority to discharge its responsibilities in the 
postgraduate field. Whilst PHCs could not be statutory Authorities in their 
own right, regulations could be made defining their role and functions and 
empowering Authorities to delegate executive responsibilities as determined. 
PHCs might thus be partly executive in character. Alternatively they could 
have a purely advisory role. 

D.19 In one of the possible management arrangements (Figure 5) a PHC 
would be superfluous. Among the remainder, as indicated in the Notes on each 
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Figure, there are some where it might be appropriate to assign executive 
powers to the PHC in addition to its general advisory functions (Figures 1, 3, 
4 and 6a). In the models illustrated in Figures 2 and 6b, the role of the PHC 
would be essentially advisory. 

D.20 The functions of an advisory PHC might include: 

—advice to the administering Authority on the formulation of policies and 
plans affecting the hospital, and on priority decisions and proposals for 
action submitted by the PGHMT 

—oversight of the operational management and general functioning of the 
hospital and its relationship with its associated Institute 

—investigation of complaints 

—maintaining member relations with hospital staff, and advising on staff 
welfare matters generally 

—liaison with Leagues of Friends and voluntary bodies generally. 

D.21 The precise responsibilities of an executive PHC would be for 
discussion, but in effect it would be empowered to take decisions in designated 
fields without reference to the Authority—reporting major decisions post hoc. 
The main advantage of this arrangement would be to relieve the Authority of 
the need to transact business of a detailed nature at its formal meetings and to 
provide the PGHMT with an experienced member body to which it could refer 
for guidance and direction on matters which were not within its competence to 
decide. The case favouring the PHC with executive functions may appear 
stronger where there are several postgraduate hospital groups accountable to 
an SHA (Figure 6a—whether the SHA is itself accountable to an RHA or the 
Secretary of State). Where an AHA(T) is the administering authority of a 
single postgraduate hospital the case seems less strong, in spite of the wider 
scope of an AHA(T)’s responsibilities. 

D.22 PHCs, whether executive or not, would provide the Authority with 
informed member advice of a type which would not otherwise be possible 
without enlarging the membership of the Authority to unmanageable propor- 
tions. The membership of a PHC might be made up of a Chairman, two 
members of the Authority, two members from the Institute, two generalist 
members drawn from outside plus members representing medical, nursing and 
other staff interests. 


Financial Arrangements 


D.23 As mentioned in Chapter 1, the important question of determining and 
safeguarding the financial resources of the postgraduate hospitals is being 
examined by a Finance Study Group. An interim statement by the Group is at 
Appendix E. The issues are complex, but broadly the Group has concluded 
that: 
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—for the foreseeable future actual allocations to individual hospitals will be 

based upon operational plans 

—financial allocations (safeguarded where necessary) will be made through 

the authority or authorities responsible for the hospital; management and 
financial accountability following the same line 

—further study is needed of the feasibility of protecting by means of a 

special increment the additional costs necessarily incurred by a postgrad- 
uate hospital 

—the total level of funding could only be appropriately safeguarded by a 

process of approval of operational plans with some check upon the 
judgement of the allocating authority that an “appeal” machinery should 
operate where a hospital felt that its essential functions were at risk. 
As indicated in their statement the Study Group is continuing its examination 
of related problems. 

D.24 The Group’s statement does not deal with endowment Funds. As with 
Undergraduate hospitals in 1974, the postgraduate hospitals will be able to opt 
for the appointment of Special Trustees with their independent governing 
bodies. 


Linking Factors 


D.25 Several factors may serve to guide the choice to be made in linking the 
future management arrangements for postgraduate hospitals with each other 
and with existing Authorities. They are: 

—pattern of service provision 

—physical proximity 

—clinical and academic linkage 

—clinical affinity. 

D.26 Appendix F illustrates the diversity of the service pattern of the 
postgraduate hospitals. As would be expected the hospitals draw a good many 
of their patients from near at hand. Many provide a substantial local service in 
their specialty. However with the exception of Queen Charlotte’s and the 
Bethlem Royal and Maudsley Hospitals, none of the hospital groups draws its 
patients predominantly from the Health Area in which it is situated and its 
immediate neighbours. Indeed the size and nature of the hospitals is such that 
even a full commitment to local Area services is unlikely in most cases to 
consume the major proportion of the available capacity. The net of postgrad- 
uate hospitals needs to be cast much wider. Thus “Area of patient origin”’ is, 
by itself, not a useful indicator of potential “Area of management”. The case 
for AHA(T) management may however rest upon other considerations. The 
choice of Area seems more likely to have regard to physical location of the 
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postgraduate hospital and the existing or desirable links with particular 
undergraduate hospitals and academic centres. 

D.27 When the patient-flow pattern is viewed regionally, a somewhat 
different picture emerges. Generally speaking the River Thames appears to act 
as a natural boundary to patient flows. Thus, as may be seen from Appendix F, 
with the exception of the Royal Marsden (because of its hospital at Sutton in 
SW Thames), the hospital groups situated north of the river draw the majority 
of their patients from the NE and NW Thames Regions. Similarly patients of 
the Bethlem and Maudsley Hospitals come predominantly from the SE 
Thames Region in which both branches of the hospital are situated. Thus 
patient flow and physical location may be significant factors in determining 
future management arrangements. orientated towards particular Regions. 
North of the Thames, however, the position is far from clear cut. Most of the 
hospital groups draw a significant proportion of their patients from a Region 
other than that in which their main hospital is at present located, in some 
cases a majority. Again this mirrors the general patient flow position for these 
two Regions with considerable numbers of referrals crossing the boundaries in 
both directions. This is clearly a manifestation of the arbitrary nature of the 
boundary. Patient flow and physical location may be contributory though 
perhaps not decisive factors in determining appropriate management arrange- 
ments in so far that they point towards a regional rather than an area 
alignment. 

D.28 The physical proximity of postgraduate hospitals to each other may be 
of some importance in considering the possible grouping of hospitals within an 
SHA. Such grouping ought, however, to result in a viable organisation 
structure. The feasibility study carried out in respect of the Queen Square 
hospitals pointed the way to a view that an SHA was unlikely to be viable and 
workable unless it comprised either: 

1 a considerable number of hospital groups, 

or 

2 a single large hospital group. 

A third possibility, namely the combination of some of the present smaller 
hospital groups to form a single integrated group, cannot perhaps be entirely 
dismissed, but may have limited application. 

D.29 Grouping on bases other than physical proximity—eg clinical, scientific 
or academic affinity—have been explored, but none have been found which 
would offer managerial viability and geographic coherence. 

D.30 Considered in this light there are practical limitations on the option of 
SHAs accountable to RHAs. Clearly the Bethlem and Maudsley Hospitals 
would be a “singleton” accountable to South East Thames RHA. On grounds 
of patient flow and existing linkages the Royal Marsden would naturally look 
to South West Thames RHA despite the location of its administrative 
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Headquarters at the Fulham Road branch. Assuming that St Peter’s should 
look to North East Thames RHA because of its proposed relocation there, and 
that the National Hospital for Nervous Diseases should be in the same group 
as its close neighbour at Queen Square, the only hospital groups naturally 
falling into a North West Thames RHA would be Heart and Chest, RNOH, 
Queen Charlotte’s (if the proposed merger with Ealing, Hammersmith and 
Hounslow AHA(T) did not proceed) and possibly St John’s. Prima facie this 
grouping would not be viable. The assessment of merits in the succeeding 
paragraphs does not take this problem into account, but any final assessment 
of possibilities would need to do so. 

D.31 There is no obvious basis for dividing hospital groups between several 
SHAs accountable to the Secretary of State. “Singleton” SHAs thus account- 
able would offer none of the advantages sought in paragraph 2.8 and should 
therefore be considered only as a residual option for any hospitals which could 
not be fitted into other favoured solutions. The creation of several SHAs, each 
accountable for a number of hospital groups, would create viability problems. 
To create two such SHAs rather than one would derogate from the planning, 
resource allocation and devolution advantages of a single SHA without offering 
any obvious advantages on other fronts. It would also be more costly. The 
analysis below therefore considers the advantages and disadvantages only of a 
single SHA accountable for all the hospitals which it might be decided should 
not be accountable through an RHA or AHA(T). 


The Alternatives Explored 


D.32 An assessment of the merits and applicability of the three alternatives in 
paragraph D.12, as modified in paragraph D.31, needs to be made against the 
objectives and criteria set out in Chapter 2 and in particular the extent to 
which a particular arrangement: 


1 enables the hospitals’ services to be planned and operated, and priority 
and resource allocation decisions to be taken, in an appropriate context 


2 helps to improve management and operational efficiency, including 
rationalisation and sharing of clinical and non-clinical services 


3 helps to promote and foster appropriate clinical, scientific and academic 
links 


4 secures the maximum delegation of decision making from the Department 
to appropriate Authorities, and of operational decisions to operational 
level 


5 enables the teaching, research and service functions of the hospitals and 
their related institutes to be preserved as a coherent entity. 


S| 


D.33 Some of these questions pose problems of interpretation and judgement: 
for example, whether planning and resource allocation should be set in the 
primarily geographic context of a Region or an Area or in one embracing the 
postgraduate hospitals as a whole. The alternatives provide different contexts 
and this needs to be taken into account in the overall judgement. 

D.34 In the succeeding paragraphs criteria 4 and 5 are not discussed in 
detail. The management and financial proposals in paragraphs D16—23 and 
Appendix E are designed to meet these criteria with the minimum of 
organisational and administrative complexity. The same principles would need 
to be reflected in detailed management arrangements. How satisfactory the 
different arrangements are likely to be is a matter of judgement. (The views of 
BG Chairmen are in Appendix C.) However it is clear, particularly from 
Appendix E, that the difficulties and complexities are likely to be greatest in 
the case of AHA(T) management and least in the case of an SHA accountable 
to the Secretary of State. 


Planning and Operation of Services 


D.35 A major objective is the integration of the planning and operation of 
services provided by postgraduate hospitals with related services in the Thames 
Regions. Planning at postgraduate hospital level may be appropriately 
described as operational, but it is of a different order compared with that of 
Areas and Districts. Here the potential options are much wider-ranging and 
the determination of priorities all important. Within the narrower and 
specialised field of the postgraduate hospitals, operational planning is more 
likely to take the form of formulating proposals for the improvement and 
development of services and planning the implementation of those accorded 
priority by the appropriate Authorities. 

D.36 Planning for postgraduate hospitals must, however, be responsive to 
overall planning guidelines set by the Secretary of State, RHAs and to some 
extent AHAs. The services provided by the postgraduate hospitals need to be 
planned as an integral part of the service provision in London, the Thames 
Regions and, to a not inconsiderable extent, the adjoining Regions. It has also 
to be set in the context of coherent policies for the sustenance and development 
of their role in postgraduate education and training and as centres of research 
and development. 

D.37 Accountability to an AHA(T) would automatically bring postgraduate 
planning within the NHS Planning System. The patient flow patterns of the 
hospitals (paragraphs D. 25—26 and Appendix F) show, however, that with few 
exceptions the Area is not a natural planning context for the services provided. 
It would be necessary to introduce all the special planning and consultation 
arrangements which apply in the case of supra-Area and supra-Regional 
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specialties. In practice priorities and planning strategy would in the main need 
to be considered at regional level; more probably in conjunction with more 
than one Region and with full regard to the interests of the Department, the 
UGC and the University. In terms of longer term strategic objectives, service 
planning for postgraduate hospitals is likely to figure prominently in the work 
of the London Health Planning Consortium. It can be argued that much the 
same considerations apply to the many special units within the undergraduate 
teaching hospitals. An important distinction needs to be recognized. The 
undergraduate hospitals provide significant services to the local population and 
have formal obligations to provide District services. Their supra-Area services, 
though important, are a comparatively small part of their total service 
provision. For the postgraduate hospitals they are the whole. The planning 
complexities seem likely to be less cumbersome only where the hospital’s major 
service contribution is to the Area’s population. 


D.38 Accountability through an SHA clearly provides a more natural 
context for postgraduate planning, although the considerable overlaps in the 
two North Thames Regions would necessitate a fair degree of collaborative 
planning. An SHA comprising several postgraduate hospitals would, however, 
be well placed to determine its policies and priorities and develop strategic and 
operational plans within overall national, London and regional guidelines. 
Plans produced by SHAs would be similar, conceptually, to those produced by 
AHA(T)s but with important differences. There would be opportunity, through 
planning, to effect a rationalisation of service provision within the Region to 
which the SHA was accountable. This would undoubtedly bring benefits. But 
such rationalisation ought not to be pursued without full regard to the impact 
of particular options on the services provided for neighbouring Regions and 
indeed beyond. Similarly, planning in respect of the teaching and research 
functions of the SHA needs to be set in a wider context than that of the 
Region alone. These requirements would need to be met within the planning 
co-ordination mechanisms for London and the Thames Regions, possibly with 
the RHA taking the lead, but also with appropriate representation of 
postgraduate interests at the co-ordinating level. 


D.39 A Single SHA accountable to the Secretary of State changes 
significantly the focus of planning activity. The SHA would be a planning 
authority in its own right formulating policies, determining priorities, preparing 
and consulting on plans for the provision and development of services, teaching 
and research. It would thus be in a position to consider all postgraduate 
activity as a whole but would need, at the same time, to establish effective 
collaborative planning arrangements with the Thames RHAs. There are 
evident advantages in the “total view” approach but if it were allowed to 
dominate, it might have the effect of isolating the SHA from the other 
Authorities. In this respect the representation of those Authorities in the 
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membership of the SHA and the co-ordinating mechanisms of LHPC and 
LCC may be seen as part of a necessary system of checks and balances. 


Management and Operational Efficiency 


D.40 The effectiveness of the different management models outlined in the 
annex may be judged by the extent to which each: 

—strengthens management capability and provides ready access to support- 
ing services and skills which cannot be economically provided within the 
present structure (eg Personnel, Planning, Management Services, Works, 
Supplies); and 

—provides opportunities for rationalising and sharing clinical and other 
support services and facilities (eg laboratory, diagnostic, pharmacy etc). 

D.41 In all models of Accountability to an AHA(T) (Figures 1 to 4 of the 
annex) the management support service of the AHA and the RHA automati- 
cally becomes available to support the management of the postgraduate 
hospital. In figures 2, 3 and 4 the management capability would be further 
strengthened by the support given in the line-management structure by the 
management teams and their supporting staff at District or Area level as the 
case may be. This support ought not, however, to intervene in the operational 
management of the postgraduate hospital to the point that the principle of 
maximum delegation was weakened. 

D.42 The structure illustrated in Figure 2 (accountability through a DMT) 
is likely to prove suitable only in the case of the smaller postgraduate hospitals 
where the necessarily limited structure at hospital level would benefit from the 
management resources available at District level. There is bound to be a limit 
to the support that DMTs, in this situation, could readily provide bearing in 
mind their responsibilities towards the undergraduate teaching hospitals and 
other sectors in the District. Capacity would almost certainly prove insufficient 
to support one of the larger postgraduate hospital groups for which the 
arrangement in Figure | may be considered more appropriate. Similar 
considerations might also apply to the models in Figure 4. It should not be 
assumed, however, that the structures appropriate to the larger postgraduate 
hospitals could not also be applied to the smaller ones. The possibility of 
combining smaller hospitals in a larger group with a unified management 
structure might well be considered in suitable circumstances. 

D43. Opportunities for considering rationalisation and sharing of support 
services will clearly be presented in all cases. Such measures are likely, 
amongst other benefits, to offer wider availability and more effective use of 
expensive equipment, wider availability of professional and technical expertise 
and improvements in the career opportunities of staff. Their pursuit will clearly 
depend upon feasibility and proximity, but no less upon the policies adopted by 
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the Authority, the will of management to pursue them and the ready co- 
operation of all concerned. 

D.44 Accountability through an SHA to an RHA automatically makes the 
RHA’s management support services available to the postgraduate hospital. 
This is the main advantage conferred by the model at Figure 5, which 
otherwise closely resembles the present position of a Board of Governors. 
Again this alternative is likely to prove appropriate only in the case of large 
postgraduate hospitals. Opportunities for improving the efficiency of support 
services would be limited, and dependent upon proximity to related AHA(T) 
or AHA services. The RHA would need to share with the SHA the 
responsibility for ensuring that such opportunities were identified and explored. 

D.45 Again, where several postgraduate hospitals are accountable through 
an SHA to an RHA (Figures 6a, 6b), regional management support services 
are available to support the SHA and PGHMTs. The scope of the SHA’s 
management task would probably, with certain groupings, be sufficiently large 
to justify limited development of its own support services at SHA level in the 
fields of planning, personnel and supplies. It is unlikely, however, to justify in- 
house provision of works and management services, for which it might rely on 
the RHA. 

D.46 The structure suggested in Figure 6b has its limitations. The 
assignment of executive functions to the PHCs is likely in practice to prove 
unworkable given a single SHA Management Team to which all PGHMTs 
stand in a line-relationship. There may be limits too to the span of control that 
the SHA management team could be expected to exercise. 

D.47 The SHA would be in a position to promote rationalisation of clinical 
support services between the postgraduate hospitals themselves or, via the 
RHA, with related services in AHAs. 

D.48 An SHA accountable to the Secretary of State concentrates manage- 
ment responsibility for all or most postgraduate hospitals under one Authority. 
For the reasons given in paragraph D.46, Figure 6a illustrates probably the 
only feasible management structure. 

D.49 The scope and range of the SHA’s management responsibilities, in 
general terms, compare to those of an AHA(T). Thus the scale of the 
organisation would justify the provision of a reasonably full range of support 
services at SHA level — certainly in the fields of Planning, Personnel, Supplies 
and Works. Like AHA(T)s, the SHA might be expected to look towards an 
RHA for design and development capability in respect of major works projects 
and for supporting management services in computers, operational research, 
statistics, O and M and work study. The absence of an accountability 
relationship does not preclude the possibility of a designated RHA assuming a 
supporting function towards the SHA. 

D.50 The SHA, supported by its team of officers and support services and its 
PHCs, would be in a strong position to promote and effect sharing and 
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rationalisation of clinical support services. The scope for such initiatives within 
its own command would, however, be limited by the scattered locations of the 
hospitals. Similar opportunities in respect of related services provided by 
AHAs could be pursued on the initiative of the Authorities concerned emerging 
from the clinical and academic links established between the Authorities or 
through the planning system. 


Clinical, Scientific and Academic Links 


D.51 Chapter 1 referred to the limited progress made in establishing closer 
clinical, scientific and academic links between specialist and general hospitals 
in line with Government policy but emphasised that a particular form of 
management was not regarded as a necessary precondition of the desired 
improvement. The crucial question is whether one form of management 
structure is more likely to create an environment in which the policy objective 
can flourish than another. The contexts are clearly different. 


D.52 In all forms of AHA(T) management the opportunities for closer 
clinical and academic links with teaching and other hospitals are clearly 
strong. The unified management responsibility of the AHA(T) would clearly 
enable close links to be forged within the Area and the trend would probably 
be in that direction. It 1s questionable whether the resulting links would 
necessarily prove the best or most desirable; particularly where the inclusion of 
the postgraduate hospital within the AHA(T)’s command had been based upon 
proximity (virtually accidental) without regard perforce to catchments or the 
nature of the specialist services provided by the other hospitals. The RHA 
would, however, be in a position to encourage wider, and perhaps more fruitful, 
links with hospitals outside the Area. 

D.53 In the case of accountability through an SHA to an RHA much would 
depend on whether the SHA was responsible for one or several hospitals. In 
the former case there would be no immediately available link, but equally no 
organisational constraint except possibly the tendency for links to be sought 
within the Region. In the latter there would be opportunities for creating links 
between postgraduate hospitals within the SHA, and the RHA would have the 
task of ensuring that wider links were not neglected. 

D.54 Where all or most of the postgraduate hospitals are linked within an 
SHA accountable to the Secretary of State, the context changes significantly. 
Links between the hospitals themselves would clearly be possible but links with 
other hospitals — the main thrust of the policy — would on the face of it be less 
easy to negotiate. Given the will to implement the policy, however, this 
arrangement might actually provide the possibility of a more flexible approach 
where the links are formed on the basis of a positive preference unrestrained 
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by geographical considerations. Suitable mechanisms to this end could 
undoubtedly be provided. 

D.55 It is a matter of judgement which alignment — the geographical or the 
centralised — is the more likely to advance the policy. 


SH 


ANNEXE TO APPENDIX D 


ILLUSTRATIVE MANAGEMENT ARRANGEMENTS 


Figure 1 Accountability direct to an AHA(T) 


Postgraduate Area Team 
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Postgraduate District District 
Hospital Management Management 
Management Team Team (T) Team 





Notes: (1) In this arrangement the relationship of the PGHMT to the AHA(T) would 
be broadly analogous to that of the DMT of a teaching health district. 


(2) The PHC could either be advisory (as shown) or executive; in the latter 
case the PGHMT would be accountable to the AHA(T) through the 


PHC. 


Figure 2 Accountability through a District Management Team 
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Notes: (1) In this arrangement the relationship of the PGHMT would be broadly 
analogous to that of a Teaching Hospital Sector of a health district, 
accountable through the DMT to the AHA(T). 


(2) A PHC in this case would need to be advisory as shown — an executive 
role in relation to one Sector of a Health District is not likely to prove 


workable. 
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Figure 3 Accountability through an Area Management Team to 
an AHA(T) — single District 
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Notes: (1) This arrangement is similar to that shown in figure 2 except that Area 
Services and Management are combined as the responsibility of the Area 
Management Team, through which the PGHMT is accountable to the 
AHAI(T). 


(2) The PHC is shown as advisory but it could alternatively exercise 
executive responsibilities as determined by the AHA(T); management 
would be exercised via the AMT. 


Figure 4 Accountability through an ATO/AMT 







Postgraduate 
Hospital 
Committee 


Notes: (1) This is an exceptional arrangement in which the ATO functions as an 
AMT in relation to the PGHMT but as an ATO in relation to the DMTs. 


(2) The PHC could either be advisory (as shown) or exercise some executive 


responsibilities as determined by the AHA(T); management would be 
exercised via the AMT. 


59 


Figure 5 Single Postgraduate Hospital accountable through a 
Special Health Authority to an RHA 
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Notes: (1) The SHA’s relationship to the RHA is directly analogous to that of an 
AHA(T) — a PHC would be superfluous. 


(2) The PGHMT becomes an SHAMT. 


Figure 6 Several Postgraduate Hospital Groups accountable 
through an SHA to either an RHA or Secretary of State 


6(a) — Direct accountability to the SHA 
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6(b) — Accountability to the SHA through an SHA Management Team 
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Notes: (1) In figure 6(a), the PHCs could be either advisory or executive; in the 
latter case the PGHMTs would be accountable through their respective 
PHCs to the SHA. The relationship of the PGHMT to the SHA would be 
analogous to that of a DMT of a teaching health district. 


(2 


— 


In figure 6(b), the relationship of the PGHMT would be broadly analogous 
to that of a teaching hospital sector of a health district; accountable 
through the SHAMT to the SHA. In this case the role of the PHCs would 
need to be advisory as shown — an executive role would cut across the 
line management responsibilities of the SHAMT. 
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APPENDIX E 


Finance Study Group: Interim Statement 


E.1 The Finance Study Group was established in August 1977 with the 
intention that its work should parallel the separate consideration being given to 
the future management arrangements for the postgraduate hospitals. The full 
membership of the Group is appended. Its terms of reference in their final 
form are: 


“On the basis of the three possible management arrangements of 
direct accountability to an AHA(T), an SHA accountable to an RHA 
and a federal SHA directly accountable to the Secretary of State, to 
consider the basis on which financial allocations in respect of individual 
postgraduate hospital groups should be determined; to define the 
procedures for making allocations covering the implications for 
Regional and Area allocations and any other relevant financial 
consideration and to make recommendations”’. 


The terms of reference have been interpreted as requiring the Group to 
recommend the most appropriate arrangements feasible under each of the 
management options. Such recommendations will not necessarily mean that all 
members of the Group have agreed the arrangements as fully satisfactory to 
themselves or to their Authorities. 

E.2 The Group’s work is not yet complete. This interim statement covers 
those aspects of the Group’s work to date which are likely to be of the greatest 
significance for future management arrangements. A full and final report will 
be issued later once the Group has completed its task and can provide some | 
illustration of the methods under consideration. 

E.3 The tasks before the Group have led to much probing for ideas and 
workable solutions and these thoughts will be detailed and documented in the 
final report. This statement describes the stage reached by the Group in: 


considering the possible use of objective criteria in establishing 
financial planning guidelines and in determining year to year 
allocations; 


devising measures to safeguard the financial position of the postgrad- 
uate hospitals; 
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considering how the proposals will affect RHA and AHA revenue 
allocations and “target” allocations. 


Background 


E.4 Under the existing allocation arrangements (revenue and capital) the 
Department decides, on the basis of forecasts produced by the BGs and having 
regard to other needs of the service how much of the total sums available for 
hospital and community health services should be allocated to BGs and how it 
should be divided between them. The process is almost entirely judgemental 
and there is no detailed consultation with the RHAs or academic interests, 
though the Department seeks to take account of known NHS and academic 
priorities. In distributing revenue the Department continues to make specific 
allowance for the assessed net revenue consequences of BG capital schemes. 
(The specific funding of RCCS to RHAs ceased after 1976/77). In distributing 
capital the Department formally distinguishes between schemes costing more 
than £500,000 for which specific allowance is made in allocations and other 
schemes for which block allocations are made. 


However 


a in practice the Department has to take specific account of many schemes 
costing less than £500,000, ie the block sum is tailored to accommodate 
them. 


6 Under the cash limit system BGs are given a single cash limit for major 
and minor schemes and delegated authority to adjust between them 


c Use of the minor schemes money is in some cases constrained by 
earmarking of funds for specific purposes (eg equipment replacement) or 
specific schemes. 


Revenue Allocations 


E.5 The Group is considering the possible use of objective indicators in 
allocating revenue to the postgraduate hospitals under any new administrative 
arrangements whether individually or as a group. 

E.6 Because postgraduate hospitals do not have defined catchment popula- 
tions for most of their NHS clinical work, a formula on RAWP lines would 
not be appropriate. Nor could financing be based on entirely historical 
workload statistics, since this would take no account of planned changes in 
activity levels, which can result in substantial changes in the financial 
requirements of a single hospital or even the whole group of hospitals. Even 
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measurement of the difference between the current and what might be assessed 
as a reasonable funding level would be very unreliable because short-term 
fluctuations in activities could create significant distortions. 


E.7 The Group has therefore concluded that any useful revenue calculations 
would have to be based on planned, or forecast workloads, augmented in some 
way to take account of teaching, and also of research and development so far 
as these can be shown to have significant financial implications. It might be 
possible, by costing future workloads, to establish financial planning figures 
which could be used as a basis for strategic planning, and also as background 
to the assessment of annual allocations. 


E.8 There are difficulties however about establishing reasonably accurate 
cost factors The specialty costs for non-teaching hospitals used in the RAWP 
calculations are broad averages covering groups of specialties. These costs 
could only be applied to the work of individual postgraduate hospitals as a 
first approximation to underlying basic workload costs but a tentative analysis 
of the relationship between these costs and historic postgraduate hospital costs 
demonstrates a measure of regularity, which is apparent also in a comparison 
of postgraduate costs with those of single specialty hospitals. These relation- 
ships are being further investigated. (Any more direct application of standard 
costings to individual postgraduate plans must await the development of more 
accurate specialty costings for the rest of the NHS, a task which is proving to 
be difficult. No early results are to be expected.) In addition to basic workload 
costs a postgraduate hospital must be enabled to meet costs arising from 
teaching, research, case complexity (as distinguished from case mix, for which 
allowance can be made within basic costs) and other relevant factors. 


E.9 The Group is also analysing the postgraduate hospitals’ costing figures 
to see whether the current costs arising from these factors can be identified. 
The results are expected later this year. 


E.10 The Group is however agreed that for the foreseeable future it will be 
necessary to determine actual allocations to the individual hospitals by a 
primarily judgemental process, based on plans or claims formulated by the 
hospitals themselves. No objective revenue calculation which can be envisaged 
for an individual hospital seems likely to be sufficiently sensitive to replace the 
judgemental element altogether (any more than it could for an individual 
undergraduate or non-teaching hospital), though it would be a useful aid to 
judgement. But it seems desirable that a separate assessment should be made, 
on however ad hoc a basis, of the “‘service” cost of the workload, and of the 
additional costs arising from teaching, research, case complexity and other 
factors. The Group’s view on this question is of considerable significance in 
considering financial safeguards. 
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Safeguards: Revenue 


E.11 The Group has proceeded on the assumption that financial allocations, 
however safeguarded, will be made through the Authority or Authorities 
responsible for the hospital. Thus funds for a postgraduate hospital managed 
as part of a District would be allocated from DHSS via the RHA and the 
AHA(T), and ultimately the DMT. Management and financial accountability 
would run up the same line. It follows that none of these levels could be 
excluded from the consideration of the appropriate level of allocation. 


E.12 The Group’s view is that each of the postgraduate hospitals needs to be 
given a reasonable assurance that its financial position as a whole will be 
adequately safeguarded since under any one of the three suggested manage- 
ment arrangements it will be in competition for limited resources with other 
postgraduate hospitals and/or other NHS services for which the same authority 
is responsible. 


E.13 Except in the very short term simple protection of the current level of 
funding (in real terms) would not be appropriate, for two main reasons. First, 
it would make no allowance for the possibility of major capital schemes, or of 
_ scientific discoveries which could have a significant effect on the financial 
requirements even of the larger postgraduate hospitals. Secondly it would take 
no account of the possibility of economies, whether in day to day operations, or 
from rationalisation or because of a natural decline in activity. 


E.14 The Group has therefore considered what method could be adopted of 
safeguarding the hospitals’ overall financial position without resorting to a 
simple “freeze”. It has concluded that: 


a. It may be practicable, and would be very desirable, to devise even on an 
ad hoc basis some form of special increment, comparable in the way in 
which it would be protected in the allocation process to the service 
increment for undergraduate teaching, in respect of some or all of the 
factors by reason of which additional costs are necessarily incurred by a 
postgraduate hospital; but, whether or not this proves practicable, 


b. The total level of funding could only be appropriately safeguarded by a 
process of approval of operational plans and, ultimately, some form of 
check on the judgement of the allocating Authority (paragraph E.10 
above). 


The Group has had in mind, however, that an arrangement whereby the 
allocations were determined in detail by a body other than the managing 
Authority could be counter-productive. If an Authority’s discretion in relation 
to a postgraduate hospital were unduly fettered it might be reluctant to give 
_ the hospital the benefit of additional funds which might be available in its 
budget as a whole. 


65 


E.15 Because of the short time normally available in the allocation timetable, 
a requirement that allocations be approved in advance could be operated, at 
the most, at one level above the allocating Authority. Even this could often 
result in delaying final allocations until after the beginning of the financial 
year, and at best would leave minimal time for the higher Authority to 
examine proposals. Any safeguard should, therefore, operate so far as possible 
at operational planning stage. A safeguard at allocation stage should be no 
more than a fall-back. 


E.16 It is assumed that both the Secretary of State and, where appropriate, 
RHAs would issue planning guidelines relating to postgraduate hospitals either 
generally or individually. These might include guidelines relating to finance. 


AHA(T) Management 


E.17 The AHA(T) operational plan (and the District plan if the hospital were 
managed as part of a District) would need to contain specific proposals for the 
postgraduate hospital, together with a provisional allocation related to its 
expected level of clinical activity with an appropriate allowance for teaching, 
research and other relevant factors. This would require RHA approval. The 
postgraduate hospital could be given the right to make representations to the 
RHA if it felt that the District or Area proposals did not adequately reflect 
objectives agreed in strategic planning or guidelines which the AHA(T) had 
been given, or otherwise failed to make appropriate provision for the hospital‘s 
proper functions. In the event of continuing disagreement a further right of 
representation to the Secretary of State could be given. Similar rights could be 
given to “appeal” against the actual allocation if this appeared not to reflect 
the planning discussions, or if some last minute change were proposed. The 
level of representation would depend on the individual circumstances of each 
hospital but in general will be at the level which had budgetary and managerial 
responsibility. Where the issue was one judged to put the teaching or research 
activities of the hospital at risk the ULCs*, in which the associated Institute 
would be represented, would provide a forum for discussion. 


E.18 For such a system to work it would be essential that “‘appeals” should 
be reserved for cases where the hospital felt that its essential functions were at 
risk, and not used to dispute relatively small sums. It would be necessary for 
all levels of management responsible for the postgraduate hospitals to be made | 
fully aware of the guidelines issued by the Secretary of State and where 
appropriate by the RHAs. 








*University Liaison Committees 
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SHA Accountable to RHA 


E.19 A system similar to that described above could operate: SHA plans 
approved by RHA; SHA having “rights of appeal” to the Secretary of State. 


SHA Accountable to Secretary of State 


E.20 The operational plan of such an SHA would require the Secretary of 
State’s approval. Given this requirement, no safeguard at allocation stage 
seems necessary. 


Capital 


E.21 The Group has not yet studied capital in any detail, but it will clearly be 
no easier to find an objective basis for allocating capital to postgraduate 
hospitals than for allocating revenue. It seems inevitable that the process 
should be one of judgement based upon plans. That being so, if the 
postgraduate hospitals are to be managed within a Region, the larger capital 
schemes are likely to be programmed as part of the appropriate Region’s 
capital programme—at present such programmes are devised by reference to 
agreed priorities within the Region and the funds available. In this respect 
capital schemes for the postgraduate hospitals would be dealt with in the same 
way as those for other hospitals, with the same prior claim on funds to meet 
commitments. Allocations of capital for small schemes and equipment would 
be made on the basis of agreed plans drawn up in relation to priorities 
established between the RHA and the AHA(T) or SHA. Guidelines might be 
issued to authorities on which the planned future levels of capital expenditure 
on postgraduate hospitals for small schemes and equipment could be based. A 
similar form of safeguard to that suggested for revenue could be built into this 
procedure, ie a “right of appeal’? mechanism, provided it was reserved for 
circumstances in which the postgraduate hospital felt that it could not continue 
the planned level or standard of service without an additional injection of 
capital. 


Effects of Postgraduate Hospital Allocations on RHA and AHA 
Allocations and revenue targets 


_E.22 If a postgraduate hospital is to be managed by an AHA(T) or an SHA 
accountable to an RHA the RHA’s allocation will initially be increased by the 
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amount of the hospital’s allocation assessed by DHSS as hitherto (or the 
balance of its allocation if a change is made in the course of a financial year). 
In calculating the RHA’s resource allocation “target” for future years (which 
would be the major factor influencing the amount of increase in allocation 
given to the RHA in subsequent years), admissions to the postgraduate 
hospital of the Region’s residents would no longer be reflected in the calculation 
of patient flows, but the inclusion of the postgraduate hospital among the 
responsibilities of the RHA would not add to the basic weighted population of 
the Region and the present formula would only take account of patient flows 
from outside the ‘Region to the postgraduate hospital at national average 
specialty costs. 
E.23 Arrangements would need to be made either: 


a to take patient flows to the postgraduate hospitals outside the ambit of 
the “target” calculation and deal with the expenditure needs of these 
hospitals in some other way: or 


b to distinguish the additional costs necessarily falling on the postgraduate 
hospitals over and above the national average costs and deal with them, as 
suggested in paragraph E.14a above in some way analogous to that 
adopted for undergraduate teaching hospitals. 

The former course would leave the Department and the authorities concerned 
to take ad hoc judgements guided only by plans. The latter affords an objective 
indicator to which, as in dealing with other individual hospitals, judgement will 
need to be applied, again in the light of plans. The latter approach is in better 
accord with the general approach to resource allocation in the NHS, and is 
clearly to be preferred. The effect on the Thames RHAs need for resources of 
this further accretion to their concentration of centres of development would 
need to be taken into account in decisions on how fast and how far towards 
“targets” their actual allocations should be allowed to move. 

E.24 The Group recognises that a precise formula calculation of the 
necessary additional costs either for individual postgraduate hospitals or for 
these hospitals as a group is not practicable. They believe however that a 
broad indication of the level of these costs can be established and have 
commissioned work on this. Their interim view is that safeguarding the 
financial position of the postgraduate hospitals for the future should be 
achieved by: 


a distinguishing and excluding from the redistributive effects of the RAWP 
procedures a service addition for postgraduate hospitals broadly corre- 
sponding to a very substantial proportion of the current difference between 
national average specialty costs and postgraduate hospital costs for their 
current workload; this allowance may need to vary for individual hospitals; 
and to be responsive to planned changes in the weight and nature of 
workloads; and 
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b including patient flows at national average costs in the calculation of 
“targets”; and 


c providing specifically for rights of representation or appeal as suggested 
above (paragraph E.17). 
Only such an arrangement seems capable of giving the due measure of 
safeguard while not derogating unacceptably from the responsibilities of the 
managing health authority 


Transitional Arrangements 


E.25 It might be appropriate to safeguard funds more fully in the first year 
than in subsequent years, eg by allocating to the managing authority(ies) on a 
fully earmarked basis. Some provision would however need to be built in for 
adjustment during the year in the light of unforeseen events. The Group 
suggests that these issues should be considered when the nature of the future 
management arrangements and the timing of change is known. 


Other Matters not yet dealt with by the Group 


E.26 The Group assumes that separate accounts will be maintained of NHS 
expenditure on the services provided by each postgraduate hospital so long as 
it retains a distinct physical and management identity. This is not to say that 
precise rules for apportionment of expenditure between the hospital and the 
associated Institute are either necessary or appropriate. No major problems 
seem likely to arise but the matter has not yet been studied. 

E.27 Consideration will need to be given to methods of and responsibilities 
for financial monitoring and intra-year adjustments to allocations. It is not 
clear whether these subjects are strictly within the Group’s terms of reference, 
except insofar as the second might effect the effectiveness of safeguards. But 
the Group proposes to give some consideration to them. 
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Appendix G 


Written Answer to Parliamentary Question on Future of Post 
graduate Hospitals 


Mr Roland Moyle gave the following answer to a question asked by Mr 
Patrick Jenkin on 14 July 1978. 

“Discussions have been going on for some time about the future administration 
of these hospitals, but my Rt hon Friend will not reach a decision until he has 
received comments on a formal consultative document which is to be published 
shortly. 

On 28 June I met representatives of interested health and academic bodies, 
including the Boards of Governors of the hospitals. There was considerable 
support for the early establishment of a new Authority to which the Boards of 
Governors would report, the functions of which would include the task of 
considering the desirability of some further changes in management arrange- 
ments and how further progress might best be made towards integrating the 
activities of the hospitals with those of other parts of the NHS. This possibility 
will be canvassed in the forthcoming consultative document. 

The Order under which the Boards of Governors were preserved in 1974 will 
expire on 21 February 1979. My Rt hon Friend has it in mind to seek the 
agreement of the House later in the year to the preservation of the Boards for 
a further period of two or three years. This would allow time, among other 
things, for examination of the implications of the forthcoming report of the 
Royal Commission on the National Health Service.” 
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Appendix H 


List of Bodies to Whom the Consultative Document has Been Sent 
for Comment 


A Health Authorities 
The 12 Boards of Governors 
The 14 Regional Health Authorities 
The 16 London AHAs 


B Other Bodies 
Associaton of Community Health Councils 
Association of Health Service Treasurers 
Association of Nurse Administrators 
British Dental Association 
British Medical Association 
British Postgraduate Medical Federation 
Committee of Vice Chancellors and Prinicipals 
Community Medicine Consultative Committee 
Conference of Medical Royal Colleges and their Faculties in the UK 
Council for Postgraduate Medical Education 
General Council of the Whitley Councils for the Health Services (Staff 
Side) 
General Medical Services Committee 
Greater London Council 
Health Visitors Association 
The Homoeopathic Trust 
Inner London Education Authority 
Institute of Health Service Administrators 
Joint Consultants Committee 
London Boroughs Association 
National Association of Health Authorities 
Royal College of Midwives 
Royal College of Nursing 
Royal London Homoeopathic Hospital 
Royal Postgraduate Medical School 
Trades Union Congress 


ie 


University Grants Committee 
University of London 
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